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OVER 500 CASES OF IMPETIGO. 7 


treated with Furacin have now been reported in the literature. Several investigators report good results in over 90% 


of their cases, often within an average of seven days. Of 30 cases of ecthyma reported, good results were obtained 






in 24 within the average time of eight to ten days. Sensitization averaged under 5 per cent. 
Furacin® brand of nitrofurazone N.N.R. is available in 0.2 per cent concentration in T h e 

water-miscible vehicles. It is indicated for topical application in the prophylaxis or N | T R ) F lJ R A N S 
treatment of surface infections of wounds, severe burns, cutaneous ulcers, 


pyodermas, skin grafts and bacterial otitis. Literature on request. 
EATON LABORATORIES, INC., NORWICH, A. Y. 


A unique class of 
antibacterials 
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Med. & Surg. 3:221, 1949. 


FURACIN SOLUBLE DRESSING + FURACIN SOLUTION + FURACIN ANHYDROUS EAR SOLUTION 











Molecular 
Balance 


By scientific rearrangement of molecular 








configuration our chemists have produced 
the most potent antihistamine known. So ef- 
fective that only 2 to 4 mg. are required, 
Chlor-7rimeton* Maleate brings to the al- 
lergy sufferer more rapid and more pro- 
longed relief. Because so small a dose is 


needed for a therapeutic effect, side actions 








are relatively infrequent. 


CHLOR<TRIMETON 
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(brand of chlorprophenpyridamine maleate) 


Chlor-Trimeton is indicated for symptomatic 
control of hay fever, perennial allergic rhi- 
nitis, urticaria, angioedema, atopic eczema 
and dermatitis, and antibiotic sensitivity re- 
actions. It is valuable as an adjunct to specific 
hyposensitization procedures where it should 
be given one-half hour prior to injection. 
Chlor-7rimeton allows higher dosage of anti- 
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| SRN minimize possible constitutional reactions. 
S 
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“W bat’s best for me in x-ray? What kind, bow much?” The right answer to this 











question is important... you'll have to live with it... work with it...depend on it. 
You'd like to keep your x-ray outlay at a minimum: still want to be sure that 
the equipment you buy can do all the things you'll need to do, now and later. 


In short, you’re at the point where it would be prudent to call for 
experienced counsel . . . and your local Picker representative is the man 


who can offer it to you. He’s analyzed and solved dozens of problems 








like yours. He’s primed to serve you, not pressured to sell you. In your 
own best interest call in your local Picker man before you come to 
any decision on any x-ray apparatus: then judge for yourself. 
Picker X-Ray Corporation, 300 Fourth Avenue, New York 10. 


(Branches and Service Depots in principal cities) 
‘E = , : : all you expeet 


Fluoroscope the “Meteor” the “Century” the “1225” the “Constellation” 


«+e and more 








these are some of the x-ray units in the wide Picker line 
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Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.’? In 
a recent comprehensive paper, Aaron® and 
others* 5 ® express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.® Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 
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formu:a, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TrTRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TITRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 
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Lipp, W. F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
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94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
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* The formula of tTrTRALAc is one whose composition and 
mode of action are recognized by U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 rirtH AVENUE, NEW YORK 1, N. Y. 
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NEWS 








OHN J. WITTMER M.D., was 
J elected a Vice-President of 
Consolidated Edison Company of 
New York, at a meeting of that 
Company’s Board of Directors on 
Tuesday, May 23, 1950. 


ORD comes of the serious ill- 

ness of DR. LOYAL A. SHOUDY. 
He was stricken on May 13, and 
as of our press time (May 26) 
his condition is still critical. 


OWARD A. RUSK, M.D,, Professor 

and Chairman of the Depart- 
ment of Physical Medicine and 
Rehabilitation of New York Uni- 
versity College of Medicine, was 
elected to the board of directors 
of the New York Tuberculosis 
and Health Association at a re- 
cent meeting of the board. Dr. 
RUSK is Chief of Rehabilitation 
Service at Bellevue Hospital; 
Director of the Institute of Phys- 
ical Medicine and Rehabilitation 
of the NYU-Bellevue Medical 
Center, Associate Editor of the 
New York Times, consultant in 
medical rehabilitation to the med- 
ical director of the Veterans Ad- 
ministration, secretariat of 
United Nations and the Depart- 
ment of Hospitals, of the city 
of New York. While in military 
service he was chief of the Army 
Air Forces Convalescent Services 
Division in Washington, with the 
rank of Colonel. He was awarded 
the Distinguished Service Medal 
in 1945. 


FLecTep to Honorary Member- 

ship in the AMERICAN ASSO- 
CIATION OF INDUSTRIAL PHYSI- 
CIANS AND SURGEONS at the April 
meeting: CHARLES H. GANO, M.D., 
Pittsburgh (A.A.I.P.&S.); RoB- 
ERT J. GRAVES, M.D., Concord, New 
Hampshire (New England Con- 
ference); J. W. HARVEY, M.D., St. 
Johnsbury, Vermont (A.A.1.P.& 
S.); HALSTEAD S. MURAT, M_.D., 
Middletown, Ohio (A.A.I.P.&S.); 
L. L. SEXTON, M.D., Hilo, Hawaii 
(Territorial Association of Plan- 
tation Physicians). 


~ARL N. NEUPERT, M.D., of Madi- 
son, Wisconsin, is Chairman, 
RUTHERFORD T. JOHNSTONE, M.D., 
of Los Angeles, is Vice-Chairman, 
and JEAN SPENCER FELTON, M.D., 
of Oak Ridge, Tennessee, is Sec- 
retary of the A.M.A. Section on 
Preventive and Industrial Medi- 
cine and Public Health. The 
program appears on page 274. 
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Physicians and Surgeons 
Officers 

Cc. S. McKrnuey, M.D., President 
—Bakelite Corp., Bound Brook, N. J. 
E. W. Prosst, M.D., Vice-President 
—276 Willow Ave., Lyndhurst, N. J. 
G. A. Pau, M.D., Secretary 
—Hyatt Bearings Div. General Motors, 
Harrison, N. J 
R. A. Younc, M.D., Treasurer 
—Linden Division, General Motors, 
Linden, N. J 


Directors 

J. M. Caruisie, M.D., 

Merck and Co., Inc., Rahway, N. J. 
A. Gipson, M.D., 

Merck and Co., Inc., Rahway, N. J. 
A. F. MANGELSDoRFF, M.D., 

Caleo Chemical « o_ 

Bound Brook, 
Component Society of the American 
Aesnaedion of Industrial Physicians and 
Surgeons. 








Michigan Association of Industrial 
Physicians and Surgeons 
Officers 

Joszerpu L. Zemens, M.D., President 
1580 E. Grand Boulevard, 
Detroit, Michigan. 
Orro J. Preston, M.D., President-Elect. 
300 North Chevrolet Ave., 
Flint, Michigan. 
T. I. Bomgavu, M.D., Vice-President. 
16-546 Parkside, 
Detroit, Michigan. 
Gorpon A. Eapie, M.D., Secretary-Treas. 
5140 Riopelle St., 
Detroit, Michigan. 
Board of Directors 
A. L. Brooxs, M.D., Flint. 
J. D. Mmuer, M.D., Grand Rapids. 
E. A. Irvin, M.D., Detroit. 
Component Society of the American 
Kesouhetion of Industrial Physicians and 
Surgeons. 
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If you could write your company’s 
ideal hospital care plan, these are the 





things you would de 


*% Absolute guarantee of AL hospital expenses, all extras, regardless of amount. 
* A family rate of less than 2 cents per working hour for basic accommodations. 
% Complete coverage for all dependents im] all hospital cases, including maternity. 


% The right to choose any hospital your employee desires, anywhere in the world 





# Full benefits for an adequate period of 120 days, renewed for every admission. 


% No strings on claims...no paper work...no red tape for the firm PSS or employees. 


These features, all of them, are available to- John Marshall is a sound program, made 





day! With the John Marshall hospital care 
plan, you now can offer your employees the 
priceless guarantee of complete, all-expense 
hospital protection—in no uncertain terms. 
Other health care benefits such as surgical 
and medical payments can be included to 
fit the needs of your firm. 


available through the group facilities of one 
of the nation’s oldest and most respected 
legal reserve companies. It is a thoroughly 
proved program, paying full benefits to many 
thousands of employees. Get the full details 
on John Marshall today by filling in and 
mailing the coupon below. 





JENS M. DELLERT AND ASSOCIATES 


NORTH LA ALLE STREET 


presenting ‘the JOHN MARSHALL PLAN 














Gentlemen: 


Please send me detailed information on how I can 
make this new John Marshall plan available to my 
employees. I understand this request places me 
under no obligation. 


NAME 


POSITION____ 
FIRM NAME 
ADDRESS. 


NUMBER OF EMPLOYEES 






























Western Association of Industrial 
Physicians and Surgeons 
Officers 

President, RopNey R. Bearp, M.D., 
Medical Superintendent, Pan American 
World Airways. 
Vice-President, E. P. Luonco, M.D., 
Medical Director, General Petroleum 
Corporation. 
Secretary, CHRISTOPHER Lecco, M.D., 
Medical Director, California & Hawaiian 
Sugar Refining Corp., Ltd. 
Treasurer, JoHN E. Kirkpatrick, M.D., 
San Francisco, California. 

Assistant Secretary, Epitu Peck 
California & Hawaiian Sugar Ref. Corp 
Directors 

Louis D. CHeney, M.D.—1950 

Los Angeles, California. 
Joun R. Erwin, M.D.—1950 

Medical Directer, Boeing Airplane Co. 
Homer S. E_maquist, M.D., 

Los Angeles, California. 
CLarence L. Luoyp, M.D., 

North American Aviation, Inc. 
Fenn E. Poors, M.D., 

Glendale, California. 
Epwarp E. Dart, M.D., 

Oakland, California. 

Chairman, Board of Directors 

Jerome W. SuHIuinc, M.D., 

Los Angeles, California. 
Component Society of the American 
Kesotiadion of Industrial Physicians and 
Surgeons. 








Central States Society of Industrial 
Medicine and Surgery 
Officers 

President 
Tuomas C. Browninec, M.D., Chicago. 
President-Elect 
Emmett B. Lams, M.D., Indianapolis. 
Vice-President 
H. GLENN GaArpINeR, M.D., 
Secretary-Treasurer 
CuHartes Drugck, M.D., 55 E. Washing- 
ton, Chicago 2, IIl. 
Board of Governors 
1950—Me vin L. Hos, M.D., Danville, Il. 
Bryce B. Reeve, M.D., Chicago. 
WiuaMm G. Bessmer, M.D., 
Davenport, Ia. 
Oscar A. SaNpER, M.D., 
Milwaukee, Wis. 
Josepn H. Tuomas, M.D., Chicago. 
1951—Ropert M. GrRaHaAM, M.D., 
Mdse. Mart, Chicago. 
James J. CALLAHAN, M.D., Chicago. 
DonaLp C. ConzeTt, M.D., 
Dubuque, Ia. 
Joun F. Suronts, M.D., 
Minneapolis, Minn. 
Eston L. BELKNAP, M.D., 
Milwaukee, Wis. 
1952—D. Orts Con.ey, M.D., Streator, Il. 
Danie. E. Dorcnester, M.D., 
Sturgeon Bay,. Wis. 
Fevrx JANSEY, M.D., Chicago, Il. 
Joun L. Rock, M.D., Oglesby, Ill. 
Ray S. WestTiing, M.D., Chicago, Ill. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 


Chicago. 








Territorial Association of Plantation 
Physicians 
Officers 

President 


Samue. R. Wa.uis, M.D., 
Lihue, Kauai, T.H. 
Vice-President 
Curarence L. Carter, M.D., 
Honakaa, Hawaii, T.H. 
Secretary-Treasurer 
FRANK HATLELD, M.D., 
Waialua, Oahu, T.H. 
Executive Secretary 
Dorts LARSEN, 1133 Punchbowl, 
Honolulu, 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 








Page 8 


THE University of Pittsburgh 

School of Nursing is offering 
a concentrated course for indus- 
trial nurses from June 19 to 
June 30. 


Tt “Registration Awards,” 

which are a regular feature 
of the A.A.I.P.&S. Conferences 
on Industrial Health from year 
to year, were received by the 
following at the 1950 Conference 
in April, at Chicago: First— 
$100.00—mMRS, OCTA B. WINTER, 
R.N., Supervisor of Nurses, Po- 
tomac Electric Power Company, 
Washington, D. C. (member. 
AMERICAN ASSOCIATION OF INDUS- 
TRIAL NURSES). Second—$50.00 
—SEYMOUR LEVINSON, Industrial 
Hygienist, U. S. Norfolk Naval 
Shipyard, Portsmouth, Virginia 
(member, AMERICAN CONFERENCE 
OF GOVERNMENTAL INDUSTRIAL HY- 
GIENISTS). Third—$25.00—nr. F. 
VELA-GONZALEZ, Chief Surgeor.. 
American Smelting & Refining 
Company, Monterey, N. V. Mex- 
ico. Fourth—$15.00—JoHN  N. 
ABERSOLD, Chief Hygienist, Amer- 
ican Smelting & Refining Com- 
pany, Salt Lake City, Utah 
(member, AMERICAN INDUSTRIAL 
HYGIENE ASSOCIATION). 





RANT LESLIE BIRD, M.D., of 
Oshawa, Ontario, died on 
April 27, while in Chicago to at- 
tend the General Motors Medical 
Conference and the Annual Meet- 
ing of the AMERICAN ASSOCIATION 
OF INDUSTRIAL PHYSICIANS AND 
SURGEONS. He had been identified 
with General Motors for more 
than 23 years. In January, 1947, 
he had suffered a severe coronary 
thrombosis, but, “always thor- 
ough in everything he did, he 
so ordered his life that he appar- 
ently overcame the conditions and 
seemed in good health.” DR. BIRD 
was born in 1895 at Foxboro, On- 
tario, graduated from the medical 
school of the University of To- 
ronto in 1921, interned at Toronto 
General Hospital, and started pri- 
vate practice at Oshawa in 1923. 
His association with General Mo- 
tors began in 1926, when he be- 
came Plant Surgeon. After about 
15 years he was retained as a 
Consultant Surgeon. He was a 
Fellow of the American College 
of Surgeons, and a member of the 
Canadian and Ontario Medica! 
Association and the Ontario 
County Medical Society, having 
been president of the latter in 
1930. He was one of the organ- 
izers of the Oshawa Clinic, which 
has become a center for complete 








Florida Association of Industrial 
and Railway Surgeons 


Officers 

President 
FreverickK H. Bowen, M.D., 

2000 Park St., Jacksonville, Fila. 
Vice-President 
P. J. MANSON, M.D., 

8037 N.E. 2nd Ave., Miami, Fla 
Secretary-Treasurer 
Joun H. MitcHe.i, M.D., 

241 W. Ashley, Jacksonville, Fila. 


Directors 
F. D. Gray, M.D., K. A. Morris, M.D., 
Orlando, Fla. Jacksonville, Fla. 
F. A. Vocet, M.D., L. Netto, M.D.. 
Miami, Fla. West Palm Beach, Fla 


Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 








Association of Mine Physicians 
Officers 


Gro. W. Eastey, M.D., President 
Williamson, West Virginia. 

E. M. Howarp, M.D., Vice-President, 
Harlan, Kentucky. 

J. C. Lawson, M.D., Secretary-Treasurer, 
Williamson, West Virginia. 

W. R. LuNpy, Executive Secretary, 
Offices: Williamson, W. Va. 

Pineville, Ky. 


Committee on Organization 


R. O. Rocers, M.D., Chairman, 
Bluefield, W. Va. 

Cc. L. HarsHBarceR, M.D., Norton, Va. 

Cart E. Ausmus, M.D., Jellico, Tenn. 

J. A. Bennett, M.D., Algoma, W. Va. 

J. C. Moore, M.D., Keen Mountain, Va. 

T. M. Perry, M.D., Jenkins, Ky. 

P. E. Biackserry, M.D., Louisville, Ky. 

Cart A. Grote, M.D., Huntsville, Ala. 

C. N. Carraway, M.D., Birmingham, — 

Component Society 

Association of Tndustrial Physicians a 

Surgeons. 








Chicago Society of Industrial 
Medicine and Surgery 
Officers 
Burton C. Ktrpourne, M.D., Chicago, 

President 
T. R. Hincuton, M.D., Chicago, 
Vice-President. 
Cuarvtes Drueck, M.D., 
Secretary-Treasurer. 
Board of Governors 
Terms to Expire 1950. 
Kart G. RuNpstrom, M.D., Chicago. 
Greorce W. Bour, M.D., Chicago. 
Geratp J. Firzceratp, M.D., Chicago. 
Terms to Expire 1951. 
Dwicnt I. GEARHART, M.D., Chicago. 
Joun R. MERRIMAN, M.D., Evanston. 
CarRLo Scupert, M.D., Chicago. 
Terms to Expire 1952. 
Fevix JaNsey, M.D., Chicago. 
BrLtLe HENNAN, M.D., Chicago. 
J. V. Wacker, M.D., Chicago. 


Chicago, 








Milwaukee Association of Industrial 
Physicians and Traumatic Surgeons 
Officers 

President 
S. H. Werzier, M.D., 
606 W. Wisconsin Ave., Milwaukee. 
Vice-President 
Euston L. BELKNAP, M.D., 
231 W. Wisconsin Ave., Milwaukee. 


Secretary-Treasurer 
Georce H. HorrmMann, M.D., 
7006 W. Greenfield Ave., Milwaukee. 


Board of Directors 


U. E. GesHarp, M.D 

ee S. 16th Street, Milwaukee. 
H. OAKLAND, M. 

Gost N. 12th Stret, Milwaukee. 
Epwarp Quick, M.D., 

411 E. Mason St., Milwaukee. 
Davip MEHIGAN, M. 

231 W. Wisconsin Ave., Milwaukee. 
































Indication: 
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BENADRYL 







This is the season when bleary-eyed, sneezing 





patients turn to you for the rapid, sustained 





relief of their hay fever symptoms which 






BENADRYL provides. 






Today, for your convenience and ease of 





administration, BENADRYL Hydrochloride 






(diphenhydramine hydrochloride, Parke-Davis) 





is available in a wider variety of forms than 






ever before including Kapseals®, Capsules, 





Elixir and Steri-Vials®. 

















* AMERICAN ASSOCIATION OF RAILWAY SURGEONS * 





Officers 


President: 


Joun A. Cantt, M.D., Dubuque, Iowa 


President Elect: 


D. Ray Murpocx, M.D., Greensburg, Pa. 


Vice-Presidents : 


C. L. GELLENTHIEN, M.D., Valmora, N. M. 
Soutucate Leicn, Jr., M.D., Norfolk, Va. 


Recorder: 
James K. Stack, M.D., Chicago 
Treasurer: 


Tueopore L. HANSEN, M.D., 139 West Van 
Buren, Chicago 5, Wabash 2-3200, Ext. 220 





Executive Board 


Artuur R. Metz, M.D., Chairman, Chicago. 
Mitton B. CLayton, M.D., Washington, D.C. 
Ropert M. GRAHAM, M.D., Chicago. 
ALEXANDER M. W. Hursu, M.D., Philadelphia. 
RaymMonp B. Kepner, M.D., Chicago. 
Wiriuiam W. Leake, M.D., Chicago. 
Secretary: 


Cuester C. Guy, M.D., 5800 Stony Island Ave., 
Chicago 37, Midway 3-9200 





63rd Annual Meeting, April 3-5, 1951, at the Drake Hotel, Chicago 








American Association of 
Industrial Dentists 
Officers 
President: 
Epwarp R. Aston, D.D.S., 
Pennsylvania Department of Health, 
Harrisburg, Pennsylvania. 
President-Elect: 
Leonarp S. Morvay, D.D.S., 
30 Central Avenue, 
Newark, New Jersey. 


Secretary: 
F. J. Watters, D.D.S., 
Room 4068, 


Federal Security Building—South. 
Washington 25, 


Treasurer: 
E. G. Smrrn, D.D.S. 
Directors 
1950 


LyMaN D. Heacock, D.D.S., 
U.S. Veterans Hospital, 
Nashville, Tennessee. 

Eart H. Tuomas, D.D.S., 
55 E. Washington Street, 
Chicago, Illinois. 

1951 

Cc. Russet. Fricke, D.D.S., 
Philadelphia Company, 
Pittsburgh, Pennsylvania. 

J. H. Frepericx, D.D.S., 

E. I. du Pont Company, 
Wilmington, Delaware. 
1952 

Vv. J. Forney, D.D.S., M.P.H., 
4604 S. Chelsea Lane, 
Bethesda, Maryland. 





Aero Medical Association of the United 
States; Secretary: Dr. D. S. Bracu- 
MAN, 1016 Dime Bldg., Detroit 24, Mich. 


American Academy of Occupational 
Medicine: Secretary, James J. Car- 
LISLe, M.D., 550 Hillcrest, Westfield, 
N. J. 


American Association for the Advance- 
ment of Science, 1515 Massachusetts 
Ave., N.W., Washington 5, D.C. 


American Association of Industria) 
Nurses, 654 Madison Ave., New York 
21, N. Y. Guiapys L. Dunpors, R.N., 
Executive Secretary. 

April 21-27, 1951, Atlantic City. 


American Association of Railway Sur- 
geons, 5800 Stony Island Ave., Chicago 
37, Illinois. Cuester C. Guy, M.D., 
Secretary. 

April 8-5, 1951, Chicago. 


American Chemical Society, 1155 Six- 
teenth St., N.W., Washington 6, D.C. 
A. H. Emery, Secretary. 
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medical and surgical service, with 
a staff of nine Doctors. From 
1923 to 1933 he served as Director 
of the Oshawa Municipal Health 
Laboratory and the Oshawa Gen- 
eral Hospital Laboratory. In 1935 
he was elected to the Public Util- 
ities Commission, serving two 
years. In 1937 he won a seat in 
the City Council, and was re- 
elected in 1938. After some years 
of retirement from municipal 
affairs he was elected to the 
Board of Education, of which he 
was Chairman at the time of his 
death. He was also active in the 
local Chamber of Commerce, as 
successively president, director, 
and member of the Executive and 
Advisory Committees. Long a 
Rotarian, he became District 
Governor in 1934, and maintained 
his interest to the last. The 
Oshawa Daily Times Gazette of 
April 28 said of him, in part: 
“Few men have made a greater 
imprint on the varied phases of 
the life of Oshawa than has DR. 
BIRD, and his death brings a sense 
of great loss to those who worked 
with him in the many fields in 
which he gave service .... Above 
and beyond his contribution to 
the life of the community in 
which he lived, however, were the 
close personal ties which he had 
with the families of the commun- 
ity he served as physician, and 
as friend. In addition to giving 
a high standard of professional 
service. he took a keen personal 
interest in the well-being of his 
patients and their families, and 
became in a remarkable way a 
trusted adviser and friend. In 
those homes in which he had, 
through the years, been a wel- 
come visitor in his professional 
capacity, there is today a sense 
of real loss.” 

ICS SE A ATT <TR 





American College of Physicians, 4200 
Pine St., Philadelphia 4, Pa. E. R. 
LOVELAND, Secretary. 


American College of Surgeons, 40 East 
Erie St., Chicago 11, Ill. 


American Conference of Governmental 
Industrial Hygienists, U. S. Public 
Health Service, Washington, D. C. 
J. J. Bioomrigstp, Secy-Treas. 

April 22-24, 1951, Atlantic City 


American Industrial Hygiene Association 
4400 Fifth Ave., Pittsburgh 13, Pa 
Henry F. Smytu, Jr., Executive Secy. 
April 23-26, 1951, Atlantic City. 


American Medical Association, Council 
on Industrial Health, 535 North Dear- 
born St., Chicago 10, Ill Cart M. 
Pererson, M.D., Secretary. 


American Public Health Association, 
1790 Broadway, New York 19, N. Y. 
RecINnaALD M. AtTWaTerR, M.D., Execu- 
tive Secretary. 


Association for the Surgery of Trauma. 


Canadian Public Health Association, 
Vancouver, B. C., Canada. 


Council on Industrial Health, American 
Medical Association; Secretary: CARL 
M. Pererson, M.D., 535 N. Dearborn 
St., Chicago 10. 


Industrial Hygiene Foundation of Amer- 
ica, 4400 Fifth Ave., Pittsburgh 13, 
Pa. JoHN F. McMaHoNn, Managing 
Director. 


International Association of Industrial 
Accident Boards & Commissions, Mar- 
SHALL Dawson, U.S. Dept. of Labor, 
Washington, D.C., Secretary-Treasurer. 


Lead Industries Association, 420 Lexing- 
ton Ave., New York 17, N.Y. Rosperrt 
L. Ztecretp, Secretary-Treasurer. 


National Council on Rehabilitation; Sec- 
retary-Treasurer: Mr. HoLLaANp Hup- 
SON, 1790 Broadway, New York 19. 


National Metal Congress, Philadelphia. 


National Rehabilitation Association, 411- 
7th Ave., Nashville 4, Tenn. Louis 
R. ScHUBERT. 


National Safety Council, 20 North 
Wacker Drive, Chicago 6, Ill. Nep H. 
DEARBORN, President; CARMEN FisH, 
Secretary. 


National Tuberculosis Association, 1790 
Broadway, New York 19, N. Y. 
H. Stuart Wiis, Secretary. 


Saranac Laboratory of Edward L. Tru- 
deau Foundation, 7 Church Street, 
Saranac Lake, N. Y. ArtHuur J. Vor- 
WALD, M.D., Director. 
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BUFFERIN warts fast 


to keep your workers working 


Headache, dysmenorrhea, muscular pains— these 
are some of the illnesses which send workers home 
early or keep them out of work for a day or two— 
keep machines idle and desks closed. Minor ailments, 
yes, but they add up to major losses of production. 

When you dispense BUFFERIN to your workers 
you assure faster relief of pain. Clinical studies! 
show that within ten minutes after BUFFERIN is in- 
gested, blood salicylate levels are as great as those 
attained by aspirin in twice this time. That is why 
BUFFERIN acts twice as fast as aspirin. 

BUFFERIN has greater gastric tolerance. 
BUFFERIN’S antacid ingredients provide protection 
against the gastric distress so often seen with aspi- 
rin’. BUFFERIN, therefore, is especially suited for use 
when prolonged use of salicylates is indicated. ° 


1. Effect of Buffering Agents on Absorption of Acetylsali- 
cylic Acid. J. Am. Pharm. A., Sc. Ed. 39:21, Jan. 1950. 
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1 BuFFERIN enters the stomach 


here. 








BUFFERIN exerts its antacid 
effect, lessening the possi- 
bili 


2. 







y of gastric distress. 





BuFFERIN helps dilate the py- 
loric valve, promptly leaves 
the stomach. 


3. 












BUFFERIN’S analgesic compo- 
nent is absorbed into the 
blood twice as fast as aspi- 
rin, relieves pain. 


In vials of 12 and 36 and bottles of 100. Scored 
for divided dosage. 

Each BUFFERIN tablet contains 5 grains of acet- 

ylsalicylic acid with optimal proportions of 

magnesium carbonate and aluminum glycinate. 


is a trade-mark of the Bristol-Myers Company 


A product of BRISTOL-MYERS COMPANY 
























19 West 50 St., New York 20, N. Y. 
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Protect your 
investment in 
personnel 








The overwhelming majority of all diabetics —including the million undiagnosed 
cases—are between 40 and 65 years of age. Included in this age group are 
many of your trained, experienced, key employees. In the younger age group a 
surprisingly large number of diabetics are also found. 


Screen all employees for diabetes 


Industrial experience has shown that plantwide programs to detect unknown 
diabetics through urinalyses on all employees are very much worthwhile for 
the company. Properly presented programs get employee cooperation, are inex- 
pensive and do detect unknown diabetics. Early diagnosis means more and 
healthier years of work from your most valuable personnel. 


LINITES 


FOR URINE-SUGAR DETECTION 


Clinitest (Brand) Reagent Tablets are ideal for mass screening programs. All 
reagents are included in a single tablet. No external heating is required. These 
tablets make it possible to analyse hundreds of urine specimens rapidly, eco- 
nomically and accurately. 





—a companion tablet test for 
AC FET F S T (brand) Reagent Tablets acetone bodies in urine. 





Clinitest, Acetest, Reg. trademarks. 


AMES COMPANY, INC +: ELKHART, INDIANA (a AMES COMPANY OF CANADA, LTD., TORONTO 
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Penicillin Blood Level Curves Obtained with l-cc. Doses 


@ ABBOCILLIN-DC, 600,000 units per cc. 

X Penicillin G Procaine in Aqueous Suspension, 

Abbott, 300,000 units per cc.* 

O Penicillin G Procaine in Oil with Aluminum 

Monostecrate 2%, Abbott, 300,000 units per cc.* 
*Data from M. J. Romansky, M. D. 


Co oS 


BLOOD LEVEL IN UNITS PER CC. 


4 hrs 12 hrs 








ABBOTT'S NEW «rouse CONCENTRATION" 


AQUEOUS SUSPENSION OF PENICILLIN G PROCAINE 





Sine 
Repost ‘yf Shevupy 
| oe 
a 
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Abbocillin-DC 


®€G. U.S. PAT. OFF. 





Penicillin G Procaine in Aqueous Suspension 


600,000 UNITS 


in B-D* 1-cc. Disposable Cartridge Syringe 


For intramuscular use only 
*T.M. Reg. Becton Dickinson & Co. 


















ABBOTT LABORATORIES @e NORTH CHICAGO, ILLINOIS 








The Protein-Rich Breakfast 
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and Morning Stamina 


Extensive studies* by the Bureau of Human Nutrition have established that 
breakfasts rich in protein and supplying 500 to 700 calories, effectively 
promote a sense of well-being, ward off fatigue, and sustain blood sugar 


levels at normal values for the entire morning postbreakfast period. 


These physiologic advantages are related mainly to the protein content rather 
than to the caloric content of the breakfast. In fact, when isocaloric breakfasts 
were compared, those with the higher amounts of protein led to the great- 
est beneficial effects. Breakfasts providing the lower quantities of protein 
(7 Gm., 9 Gm., 16 Gm., and 17 Gm. respectively) produced a rapid rise in 
the blood sugar level and a return to norma! during the next three hours. 
Breakfasts providing more protein (22 Gm. and 25 Gm. respectively) pro- 
duced a maximal blood sugar rise which was lower than that following the 
breakfasts of lower protein content, but the return to normal was delayed 


beyond the three hour period. 


The subjects on the higher protein breakfasts “reported a prolonged 
sense of well-being and satisfaction.” The findings indicated that the 
beneficial effects of the high protein breakfast on the blood sugar level 
may extend into the afternoon. 

Meat, man’s preferred protein food, is a particularly desirable means of 
increasing the protein contribution of breakfast. The many breakfast 
meats available are not only temptingly delicious and add measurably to 
the gustatory appeal and variety of the morning meal, but they also pro- 
vide biologically complete protein, B-complex vitamins, and essential 
minerals. Meat for breakfast, a time-honored American custom, is sound nutri- 


tional practice. 





*Orent-Keiles, E., and Hallman, L. F.: The Breakfast Meal in Relation to Blood-Sugar 
Values, Circular No. 827, United States Department of Agriculture, Bureau of Human 
Nutrition and Home Economics, Agricultural Research Administration, Dec., 1949. 


The Seal of Acceptance denotes that the nutritional statements 
made in this advertisement are acceptable to the Council on 


qty 
: 4 
Foods and Nutrition of the American Medical Association. “Sa 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
































You Can Make 


T 
BLOOD S ‘vely, Automat 


Quickly, Inexpensi 


Without Error, 


HEWSON CLINIT 






















yo can quickly determine blood sugar 
values inexpensively, automatically, without 
error with the New Hewson Clinitron. 


You can quickly detect sugar with the Hewson 
Clinitron ... for you can make a screening test 
in 3 Minutes to screen out those with normal 
blood sugar content. When operating at full 
capacity, in making group screening tests, this 
new automatic machine turns out @ completed 
test every 30 seconds. 


The Hewson Clinitron can also be used for 
making quantitative blood sugar tests auto- 
matically for use in diagnostic work. The 
Hewson Clinitron tests, without error, in 5 
Minutes ... while the patient is still there. 





j 
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and Diagnosis. 


The New Hewson Clinitron uses the same 
basic technique...the same basic chemicals 
that have been used for years for blood sugar 
tests. But the method has been streamlined and 
modernized. . .to give greater speed and greater 
accuracy by elimination of the human element. 
Then the process has been mechanized . . . made 
automatic by the Clinitron machine. You get 
rid of all the fussy measuring and timing of the 
manual methods. No colorimeter, centrifuge or 
filter is required. 

Whether you want to make a few tests, or 
hundreds of tests a day...either screening 
tests or blood sugar determinations ... you will 
find the new, accurate, automatic way with the 
Hewson Clinitron a great advance in method 
..-and a great time and money saver. 


You are invited to write today for a new illustrated brochure describing the 
Clinitron and its operation. Just write for Clinitron Brochure. 


Mathewson Laboratory Equipment Division 


MATHEWSON MACHINE WORKS, INC. - 4 HANCOCK STREET - QUINCY 71, MASS. 
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toxicity of Mercresin* Tincture, the outstanding ger- 
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between the highest dilution inhibiting the growth of 
the heart fragments and the highest dilution killing a 
standard culture of bacteria. 


Mercresin Tincture has a toxicity index of 0.5. Clinic- 
ally, this is reflected in its highly bactericidal action 
at dilutions harmless to tissues. This fact has been 
repeatedly confirmed by the wide use of Mercresin 
Tincture in antisepsis of superficial wounds and infec- 
tions, irrigation of certain body cavities and deep in- 
fected wounds, topical application to mucous mem- 
branes, and in the preparation of operative fields. 


Mercresin Tincture combines secondary amyltricresols 
with an organic mercurial to give the resulting com- 
bination outstanding bactericidal, bacteriostatic and 
fungicidal properties. It is another achievement of 
Upjohn research workers in their continuing search 
for new ways of translating knowledge into practical 
form for clinical use. 


* Trademark, Reg. U.S. Pat. Off. Brand of mercocresols 
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Composition: 
In solution each heaping 
teaspoonful of ALKA-ZANE* 
Alkaline Effervescent Compound 
provides approximately: 


@ Sodium Citrate. . . . 41.00 grains 2.70 Gm 
© Sodium Bicarbonate. . 25.00 grains 1.60 Gm 
@ Magnesium Phosphate . 3.80 grains 0.25 Gm 


William R. Warner & Co., Inc. 


New York St. Louis 


®T, M. Reg. U.S. Pat. Off 
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Tonic | balance 


in | acidosis... 


There are many disturbances 
which may “tip” the scales toward 
acidosis by causing a decline 

in the alkali reserve—fevers, 
diarrheas, profuse sweating, 
vomiting, dehydration, burns, 
trauma, colds, infections 

or wasting disorders. 

ALKA-ZANE Alkaline Effervescent 
Compound ‘Warner’ is a systemic 
alkalizer which supplies those 
minerals necessary to maintain a 
normal ionic balance in the body— 
quickly, pleasantly and effectively. 
ALKA-ZANE is also an excellent 
adjuvant in sulfonamide and other 
antibiotic therapy where an alkaline 
medium has been found to provide 
greater safety and increased 
tolerance of these drugs. 


Package Information: 


ALKA-ZANE* Alkaline 

Effervescent Compound ‘Warner’ 
is supplied as pure white granules 
in bottles containing 1, 

4 and 8 ounces. The average 

dose is one heaping teaspoonful 
in a glass of water. 


























The concept that allergic tissue responses are important contributory 
factors in upper respiratory infections has been widely accepted. 

To combat these allergic manifestations more effectively, the time-tested, 
dependable decongestant—Neo-Synephrine hydrochloride— has been com- 
bined with a new, highly active antihistaminic — Thenfadil hydrochloride. 


/ HIGHLY EFFECTIVE DECONGESTANT ANTIHISTAMINIC 


For symptomatic control of the common cold, allergic rhinitis includ- 
ing hay fever, vasomofor rhinitis and sinusitis. 





' Well Tolerated —No Drowsiness —Neo-Synephrine Thenfadil nasal 
solution in clinical tests was well tolerated except for a transitory stinging 
in a few cases. There was essential freedom from central nervous system 
stimulation: trepidation, restlessness, insomnia; neither was there drowsiness. 


Effective —In common colds, allergic rhinitis including hay fever, 
vasomotor rhinitis, and sinusitis, excellent results were reported in nearly 





all cases. There was prompt, prolonged decongestion without compensatory 
vasodilatation. Repeated doses did not reduce the consistent effectiveness. 


Dose: 2 or 3 drops up to 42 dropperful three or four times daily. Neo-Synephrine 
Thenfadil solution contains 0.25 per cent Neo-Synephrine hydrochloride 

and 0.1 per cent Thenfadil hydrochloride (N, N-dimethyl-N’-(3-thenyl)-N’-(2-pyridyl) 
ethylenediamine hydrochloride) in an isotonic buffered aqueous vehicle. 

Supplied in bottles of 30 cc. (1 fl. oz.) with dropper. 





Neo-Synephrine, trademark 


Di S > reg. U.S. & Canada, 
Miho Vth NC. * NEW YORK SOR, ONT brand of phenylephrine 
Inc. ° © v - ©. ¥. © WINDSOR, . Thenfadil, trademark 
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—non-adherent, 
lubricant, 
emollient, ond 
sterile dressings 
for burns and 
= wounds of 
"| traumatic or 

surgical origin 


—non-toxic, 
non-macerat- 
ing, separable, 
and sterile 
w packing 

| material for 
post-operative 
plugs, packs, 
rolls, and 
tampons 


—non-irritating, 
non-sticking, 
pliant, and 
sterile material 
as wick or drain 
| or wrap-oround 


In Two Convenient Sizes: 


THE SIMPLE, BLAND, STERILE 
| é 


Always ready—always sterile: 
VASELINE Sterile Petrolatum Gauze 
Dressings are so handy and so useful 
wherever an emollient, non-adherent, 
non-irritating, and non-macerating 
Covering, Packing, or Drainage 
material is indicated, for emergency or 
routine application. From compact 
foil-envelopes, they may be cut into 
strips or pads of various dimensions, 
or folded, or used full-length. Fine- 
meshed absorbent gauze (44/36, 
Type |, U.S.P.) prevents growth of 
granulation tissue through gauze. The 
light, even impregnation with sterile 
petrolatum (white petroleum jelly 
U.S.P.) avoids danger of tissue 
maceration. 

CHESEBROUGH MFG. CO., CONS’D 


PROFESSIONAL PRODUCTS DIVISION 
NEW YORK 4, N. Y. 


Vaseline 


Trade-Mark ® 


Sterile 








No. |, UNIT ENVELOPE 


Petrolatum Gauze 
Dressings 


AND MANY SURGICAL PROCEDURES 


6 envelopes to the carton 


No. 2, DUPLEX ENVELOPE ™T™wO3 x 18 


6 envelopes to the carton 


IN BURNS, WOUNDS, 


Available through your 
regular source of supply 
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NOW PROOE... in an instant, Doctor, 
PHILIP MORRIS are LESS IRRITATING 


Just Make This Simple Test: 


3  < a z > 
——— eee 


... light up a ... light up your present brand 
Puitip Morris DON'T INHALE. Just take a puff and 


Take a puff—DON’T INHALE. Just s-l-o-w-l-y let the smoke come through your 
s-l-o-w-l-y let the smoke come through your nose. Notice that bite, that sting? Quite a 
nose. Easy, isn't it? AND NOW... difference from PHILIP MorRRIs! 





YES, your own personal experience confirms the results of the clinical and 
laboratory tests.* With proof so conclusive, would it not be good practice to suggest 
PHILIP Morris to your patients who smoke? 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 








*Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592; 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 
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This graph shows the number of States where hay fever, due to grass, 
prevails during the Spring and early Summer months. 


Dreaded Season... | 


Many hay fever sufferers now are entering what is 
ordinarily their most uncomfortable season. Fortu- 
nately, more and more patients each year are enjoying 
the therapeutic benefits of Neo-Antergan® Maleate. 
Because of its safe and, in many cases, strikingly 
effective action in relieving the distressing symptoms 
of allergy — Neo-Antergan has become a favorite anti- 
histaminic with physicians and patients. 

Neo-Antergan is advertised exclusively to the med- 
ical profession. Your patients can secure its benefits 
only through your prescription. 














MERCK & CO., INC. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
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JN eo-Antergan’ 


MALEATE 


(Brand of Pyranisamine Maleate) 
(N-p-methoxybenzy!-N‘, N‘-dimethyl-N-a-pyridylethylenediamine maleate) 
COUNCIL eS ACCEPTED 


i 


Complete information concerning Neo- 
Antergan Maleate and its clinical uses 
will be sent on request. 











“One-third to two-thirds of all patients who seek medical help 
have as the most significant cause of ill health an emotional or neu- 


rotic disturbance . . . nervousness and fatigue are among the commonest 


symptoms. ””! 
7 1. Wilbur, D. L.: J.A.M.A. 141:1199 (Dee. 24) 1949 
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“Sweet is pleasure after pain —as Dryden put it — might well be a description of the welcome 





relief from discomfort which is bestowed upon injured skin or the mucosa of the genito-urinary 
and rectal areas by ‘Surfacaine’ (Cyclomethycaine, Lilly). A single topical application usually pro- 
duces anesthesia lasting up to eight hours. Its low toxicity, however, permits more frequent use in 


extremely severe conditions. Available in a wide variety of effective forms: 


OINTMENT + CREAM «+ LOTION + SUPPOSITORIES 


SURFACAINE 


ELI LILLY AND COMPANY +: INDIANAPOLIS 6, INDIANA, U.S.A 


Complete literature on ‘Surfacaine’ is available from your Lilly 






medical service representative or will be forwarded upon request 
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DIABETES IN INDUSTRY 


Diabetes in History 


JOSEPH H. BARACH, M.D., 
School of Medicine, University of Pittsburgh 


HE beginning of this story comes with the 

beginning of our civilization. In the valleys 
of three rivers—the Euphrates, the Tigris and 
the Nile—according to ancient script, man began 
recording his experiences and his hopes. The 
Sumerians, having clay in their soils, moulded 
it into tablets, and, with the stylus, wrote in 
cuneiform script, from right to left. On these 
tablets they inscri»ed business and social affairs, 
and then baked them for permanent keeping. 
It is from these clay tablets that much of what 
we know of those times comes to life for us 
today. The Egyptians, living along the tribu- 
taries, shores and estuaries of the Nile, having 
no clay near the banks, cut the papyrus leaves 
and made them into sheets, and scrolls. On such 
sheets as these, the medically famous Papyrus 
Ebers was written with reed pens 3590 years 
ago. On one of these papyri, Ebers found the 
first description of diabetes. From that time 
on, wherever man has travelled and left records 
of his activities, there we also find a continuation 
of the story of this disease—diabetes. 

At first, in Egypt, we find the story embellished 
and entwined with superstition and mysticism. 
Later, as civilization moved northward along 
the Mediterranean Littoral, and after the learn- 
ing of the Orient had filtered through the mind 
of the Greeks, descriptions of disease were clari- 
fied and systematized in a way that was typical 
of Hellenic culture. As the centuries rolled on, 
and civilization continued to move farther north 
and to the west, clinical descriptions of diabetes 
became more detailed, and search for causes and 
hope for possible cures became more persistent. 

It should be recalled here that the humane 
attitude toward those who were sick has changed 
from time to time. In Greece, in the time of 
Aretaeus, the Pythagorean philosophy was quite 
prevalent, although not universal, for at least 
200 years B.C. Of this we read in Timaeus, one 
of the Dialogues of Plato, that “no attempt 
should be made to cure a thoroughly diseased 





T first six presentations of this Symposium 

comprised the “Seminar on Diabetes in Industry,” 
held at the Medical Conference of the Industrial 
Hygiene Foundation, as part of its Fourteenth An- 
nual Meeting at Mellon Institute, Pittsburgh, Penn- 
sylvania, November 16, 1949. The other presenta- 
tions are credited as to source in their respective 
footnotes. 


system, since such a man is of no use to himself 
or his family or the State.” While this attitude 
in our day seems cruel and heartless, there are 
certain extenuating circumstances in the light 
of a broader interpretation of history which 
mollify the seeming inhumanity of the Pytha- 
goreans of those days. As you will recall, one 
of the tenets of Pythagorean philosophy was the 
belief in migration of the soul. The soul of man 
leaving him at his death will be reincarnated into 
the body of another, yet to be born. The Pytha- 
gorean hoped that the next cycle for his soul 
would be happier than the one before; he looked 
forward to a kind of heaven and a better future, 
as man has always done. 

In the light of such thinking, it does not seem 
unreasonable to assume that the Pythagorean, 
having his soul locked in a diseased and suffering 
body, might willingly look forward to a release 
from his crippled encasement, to the time when 
his soul would again be allowed to enter upon 
a happier cycle of childhood, youth, and a virile 
adult life, capable of doing all the things that 
wishful thinking might conjure up for him. This 
philosophy did one thing for the Pythagoreans 
that had real value. It led corporeal man to a 
contemplation of his soul, and it led the soul of 
man to contemplate his body. 

With this in mind, what might have been in- 
terpreted as barbarous cruelty, takes on quite a 
different meaning. 


The Greek Period 
AFETAEUS, of Cappadocia, (30 A.D.- 90 A.D.) 
as will be noted by the period in which he 
lived, might easily have been influenced by the 
advent of Christianity and the decline of Pagan- 
ism. He might well have said, I too, “believe 
that man is his brother’s keeper,” and therefore 
all the sick, curable and incurable alike, should 
be cared for and treated, and their lives pro- 
longed with the hope of relief and cure of their 
diseases. 

Thus it was that attempted cure for incurable 
diseases, had its beginning, in so far as history 
records. 

Celsus (30 B.C.- 50 A.D.) was not a practic- 
ing physician, but he wrote treatises on medi- 
cine, introduced or popularized the use of mer- 
cury, opium and antimony, and, among other 
things, left a description of diabetes. 
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Aretaeus gave a good description of diabetes 
and constructed the word “dia-betes” which 
means to pass through. History says that Are- 
taeus was a great clinician and easily ranks 
next to Hippocrates. Said Aretaeus, “Diabetes 
is a wasting of the flesh and limbs into urine 
from a cause similar to dropsy, the patient 
never ceasing to make water, and the discharge 
is as incessant as a sluice let off. The patient 
does not survive long for the marasmus is rapid 
and death speedy. The thirst is ungovernable, 
the copious potations are more than equalled by 
the profuse urinary discharge, for more urine 
flows away .... How indeed could the making of 
water be stopped, or what sense of modesty is 
paramount to pain? The disease is caused by 
some of the acute diseases. It is suspected that 
the pernicious influences of those diseases which 
attack the bladder and kidneys contain in them- 
selves the cause of this disorder.” 

Galen (A.D. 131-201), a great intellect of his 
day and a reorganizer of medical philosophy and 
the medical profession as well, was the founder 
of experimental medicine. Galen described dia- 
betes as “a weakness of the kidney which can- 
not hold back water,” and he spoke of the urine 
of diabetes as unchanged drink. This and other 
Galenic theories were accepted without question 
for centuries. 


The Orient 
HNDu medical writings in the sixth century 
refer to diabetes as Madhumeha, honey 
urine. They described diabetes as a disease of 
the rich and one that is brought about by glut- 
tonous over-indulgence in rice, flour, and sugar. 
This order of disease is ushered in by the ap- 
pearance of morbid secretions about the teeth, 
ears, nose, and eyes. The hands and feet are 
very hot and burning, and the surface of the 
skin is shining as if oil had been applied to it. 
It is accompanied by thirst, and a sweet taste 
in the mouth. The different varieties of this 
disease are distinguished from each other by 
symptoms of deranged humors, and by the color 
of the urine: (1) In this disease the urine is 
nearly of the natural color, without any sedi- 
ment. It is white, very cold, has no smell, and 
is like water. (2) The urine is like the juice 
of sugar cane in color and taste. (3) In this 
variety, the urine becomes thick after standing 
some time. (4) When the urine is of a white 
color, it is thin and pure above, and thick below. 
(5) At the time of micturition, the hair over the 
body is erect, and the urine has a copious white 
powder, as if flour had been mixed with it. (6) In 
this variety the urine is the color of semen, which 
sometimes appears mixed with it. In the chronic 
form, this is incurable. (7) When the urine lets 
fall a hard and small deposit like sand. (8) When 
there is a copious secretion of urine which is 
sweet and cold. (9) When there are frequent 
calls to make urine, which is discharged in 
small quantities. 
This is the diabetes mellitus, known to the 
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Hindus; its danger was appreciated before the 
disease was known in Europe. “All the heredi- 
tary and congenital forms of this disease are 
incurable, and if not properly treated, terminate 
in sweet urine, which is incurable.” 

The Chinese and Japanese, 1750 years ago, 
wrote that the urine of diabetics was large in 
amount and so sweet that it attracted dogs, 
and in the description of this disease they noted 
the occurrence of furunculosis. 

Avicenna (980-1027), called prince of phy- 
sicians, was the great Arab doctor of his day. 
He claimed that diabetes may be primary or 
secondary to another disease. He observed that 
diabetic patients have irregular appetite, suffer 
great thirst, nervous exhaustion, an inability 
to work, and loss of sex function. Avicenna be- 
lieved that in diabetes the liver is affected. It 
may be that he noted some cases with enlarged 
livers, which we now recognize as bronzed dia- 
betes. The urine leaves a residue like honey. 
He observed that carbuncles and phthisis are 
frequent complications. He described diabetic 
gangrene, and it was his opinion, all in all, that 
treatment was not effective. One may well ask, 
what are the essential clinical features of this 
disease left undescribed by Avicenna? 


Europe 

(THER observations were recorded by Italian, 
Portuguese, Greek, and Dutch physicians, 

but no definite advances were made until the time 

the historian designates as the Second, or the 

Diagnostic, Period. 

Paracelsus (1493-1541) was learned in chem- 
istry, particularly in metallurgy, which he would 
have made the servant of medicine had he the 
power to do so. He evaporated a liter of diabetic 
urine and recovered four ounces of “salt,”’ which 
he said makes the kidney thirsty and causes 
polyuria. 

Willis (1621-1675), of Oxford University, 
claimed diabetes was primarily a disease of the 
blood, and that the sugar which first appears in 
the blood, later appears in the urine. He made 
the best qualitative urinalysis possible in his 
time; he noted the sweetness of diabetic urine, 
and differentiated diabetes mellitus from diabetes 
insipidus. Pavy, in the Croonian lectures, claimed 
that Willis was first to comment upon the sweet 
character of the urine in diabetes, but this is 
incorrect in the light of Hindu, Japanese, Chi- 
nese, and Arabian descriptions of the disease. 

Brunner in 1682 discovered that removal of 
the pancreas produces polyuria and polydipsia 
in the experimental animal. But it appears that 
he did not realize that the pancreas had a diges- 
tive function, and that he did not appreciate 
the significance of the polyuria and polydipsia 
which he described. 

Dobson in 1776 demonstrated that diabetic 
blood is sweet and diabetic urine contains sugar 
that ferments. 

Cawley in 1788, for the first time, diagnosed 
diabetes by demonstrating the presence of sugar 
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in urine. He also observed that the disease may 
result from disease of the pancreas such as 
occurred in a case of diabetes in which he found 
pancreatic calculi, postmortem. 

The Englishman Rollo (1796) should be cred- 
ited with having laid the foundation for sys- 
tematic treatment of diabetes by restricted diet- 
ing. This was the beginning of the period of 
Empiric treatment. Rollo was first to show that 
diabetic urine with mineral acid produced oxalic 
acid, and diabetic blood treated with nitric acid 
yielded more oxalic acid than normal blood. He 
described a patient 25 years old who had the odor 
of decaying apples on his breath. Rollo also de- 
nied the old claim that in diabetes, urinary output 
is greater than fluid intake. 

Then came Bouchardat (1806-1886) with whom 
the modern point of view of diabetes begins. 
We may really say that in the last 60 years more 
has been learned of diabetes than in the pre- 
ceding 1850 years. Evaluating Bouchardat’s 
work in diabetes, we must admit that it was re- 
markable. Bouchardat used the fermentation 
test, the polariscope, and copper solutions for 
detection of sugar. In the treatment of dia- 
betes, he advised the use of fresh fats as a 
substitute for carbohydrate, the avoidance of 
milk because of its lactose, and the use of alcohol 
as a food. He invented gluten bread, stressed the 
advantages of using green vegetables, instituted 
fast days, and emphasized the importance of 
under-nutrition. He prescribed exercise for the 
diabetic patient and administered alkalies. He 
called attention to the fact that, during the siege 
of Paris, when food was scarce, glycosuria dis- 
appeared in diabetic patients, just as it did in 
Germany 85 years later, during World War I. 

From the time of Avicenna to Bouchardat some 
800 years intervened. The former gave us the 
best description of the disease to his day, and 
the latter laid down the most rational treatment 
up to his time. Both description and treatment 
were empiric, but they marked great advances 
over preceding periods. 


The Experimental Period 
(CLAUDE BERNARD (1878), famous for his experi- 
mental puncture of the floor of the fourth 
ventricle with resulting glycosuria, showed that 
in diabetes there is primarily an excess of sugar 
in the blood and, after that, in the urine. In 
this he was anticipated by Wyatt and by Dobson. 
Bernard demonstrated sugar in blood taken from 
the right heart. He was the first to study glyco- 
genic function of the liver, and after isolating 
glycogen he made important studies of the pan- 
creatic juice pertaining to emulsification of fats, 
their passage through the intestines, and its 
power of converting starch into sugar. Even 
in that day, he made accurate blood sugar esti- 
mations. 

Pavy (1829-1911) devoted 20 years of in- 
tensive study to this disease. After making 
simultaneous blood and urinary sugar estima- 
tions, he came to the conclusion that there is 
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a definite relationship between the degree of 
hyperglycemia and glycosuria. This was verified 
by Von Noorden. Pavy claimed that sugar is 
not made and ordinarily is not stored in the liver. 
He originated the well-known Pavy’s solution for 
quantitative sugar analysis. Pavy insisted that, 
by dietetic management alone, the urine will be- 
come sugar free and health restored, even though 
sugar might return at some future time. Dia- 
betes, he said, is a progressive disease, the under- 
lying pathologic condition making gradual ad- 
vancement. He compared the course of the dis- 
ease to that of locomotor ataxia, in so much as 
there are quiet periods alternating with periods 
of progress, and believed that by strict dieting 
the life of the patient would be prolonged. 

Von Noorden taught that both the liver and 
the thyroid gland played an important role. He 
made extensive studies, anticipating many pre- 
sent-day workers in the metabolism of diabetes. 

Naunyn devoted almost his whole life to the 
study of diabetes and diseases of the liver and 
the pancreas. He believed that regardless of the 
pathologic or metabolic changes in the individual 
patient, hereditary tendency to the disease (the 
“diabetic anlage’) is a most important factor 
and that it was demonstrable in 30% of his 
cases. Naunyn accounted for three forms of the 
disease: diabetes of the young, of the aged, and 
organic diabetes; this group including those 
cases associated with diseases of the pancreas, 
liver, thyroid, and diseases of the nervous system. 
“Diseases of the pancreas,” he said, “have only 
in rare instances been determined with certainty 
as the cause of diabetes. These affections. are 
pancreatic calculi, pancreatic cirrhosis, neo- 
plasms, and cysts.” 


Metabolism 
BEFORE entering upon a discussion of metabo- 
lism in its relation to diabetes, let us recall 
the names of those who paved the way. Galen, 
Servetus, Columbo, Cesalpinus, Sarpi, and, best 
known of all, Harvey, the great crystallizer of 
all knowledge pertaining to (if in reality not 
the actual discoverer of)the circulation. Hem- 
meter credits discovery of the lesser circulation 
to Servetus in 1546, and discovery of the greater 
circulation to Cesalpinus in 1569. Harvey’s de- 
scription came in 1628, and although Harvey is 
generally conceded by the English-speaking 
world to be the discoverer of the circulation of 
the blood, it is said that he was sorely perplexed 
because he could not understand the purpose in 
the blood’s rapid flow throughout the body. Two 
hundred years elapsed between the time of Har- 
vey and that of Priestley, who discovered oxygen, 
and Lavoisier, who made the first “basal metabo- 
lism” estimation and discovered that metabolism 
was increased by food, work, and cold. When 
we realize that a knowledge of metabolism is 
the first essential in the true understanding 
of diabetes, the importance of the place that 
Lavoisier holds in the history of the disease is 
clearly defined. 
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The early work of Pettenkofer and Voit, Leh- 
man, Ebstein, Leo, Magus-Levy, Kaufman, Von 
Noorden, and many others indicates that caloric 
need of the diabetic is equal to that of normal 
man. If there is an abnormal deviation at all, 
it is on the side of a greater than normal basal 
metabolism. Ordinarily, oxygen absorption, car- 
bon dioxide elimination, and heat production are 
normal or above normal in the diabetic. 

Petter in 1875 discovered acetone in diabetic 
urine. 

Kaulich distilled 700 pounds of diabetic urine 
and purified enough acetone to identify it by 
elementary analysis. 

Kussmaul discovered acetonemia in 1874. 

Stadelmann, a pupil of Naunyn, discovered 
B-oxybutyric acid in 1833 and recognized that 
diabetic coma was the result of the increased 
formation and accumulation of acids. 


Acidosis 

AUNYN first employed the term acidosis to 

designate abnormal accumulation of acids 
in the body. Although formation of acids goes 
on in normal health as a physiological process, 
certain metabolic disturbances produce abnormal 
acids, such as uric, oxalic, homogentistic, and 
most important to us here, oxybutyric acid. Oxy- 
butyric acid undergoes oxidation into diacetic 
acid, from which acetone is formed. 

Said Naunyn: “By diabetic acidosis, I mean 
the formation of B-oxybutyric acid in the pro- 
cesses of metabolism. Acetonuria and diaceturia 
are part of acidosis; for both substances orig- 
inate from oxybutyric acid. I know that certain 
prominent chemists may have maintained the 
opposite view, that acetone and diacetic are not 
formed from oxybutyric acid, but I also know 
that very prominent chemists may be mistaken 
in their reports. For in the very cases in which 
they found no oxybutyric acid, and in the speci- 
mens which they kindly sent to me for examina- 
tion in my laboratory, I succeeded in demonstrat- 
ing oxybutyric acid in the urine. Said Magnus- 
Levy: Acetone bodies are eliminated always when 
carbohydrates are lacking in the organism or 
when they are not utilized in a normal way. 
Under these conditions, indeed, the oxidation of 
protein and fat will be deficient and oxybutyric 
acid will appear in the urine. Acidosis, and I 
repeat it again and again, does not only, or per- 
haps not at all, depend upon the formation of 
acids, but also and perhaps exclusively upon 
their combustion.” 

Sugar is the most combustible product con- 
sumed in the organism. When sugar is not oxi- 
dized, total combustion is lessened, and those 
other substances, that should be oxidized simul- 
taneously, accumulate unburned. Thus, said 
Rosenfeld, “Fats burn in the flame of carbohy- 
drates.” Von Noorden considered acetone a by- 
product of protein. The greater part of the ace- 
tone bodies, however, have fatty acids as their 
immediate precursors. Carbohydrate combustion 
is the “primary oxidation.” Protein and fat 
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combustion is the “secondary oxidation.” Mag- 
nus-Levy does not admit Von Noorden’s dis- 
tinction between primary and secondary oxida- 
tion, and believes that total oxidation is but a 
single process. 

As biochemical disturbances came to be under- 
stood, treatment of the disease was gradually 
established on a better basis. Discovery of aci- 
dosis brought forth alkali therapy. While today 
this is looked upon as a mixed blessing, it no 
doubt was a useful step in the evolution of a more 
complete knowledge of the disease. 

Up to 1903 no one, perhaps, had stated more 
clearly than Naunyn the principles that were 
applicable in the dietetic treatment of the dis- 
ease. He advised first of all prophylactic treat- 
ment, particularly dietetic, in those having a 
hereditary predisposition, and further advocated 
the following: 

1. The Alpha and Omega in the care of dia- 
betes is dietetic treatment, and not drugs. 

2. It must be known that diabetic glycosuria 
increases with time, while the tolerance of the 
patient decreases. 

3. When the diabetic is sugar free, his toler- 
ance usually increases. Therefore, aim to render 
the patient sugar free and keep him thus. 

4. Limitation of the total diet with resulting 
disencumbrance of the entire metabolism brings 
about a favorable result. 

5. Reduction of carbohydrates and of proteins 
for the removal of glycosuria. 

6. Sugar-producirng foods are the carbohy- 
drates and proteins. 

7. We should determine the exact qualitative 
and quantitative diet for every diabetic who 
comes under treatment. 

8. Patients get along well on 30-35 calories 
per kilo body weight. 

9. Sugar production from fat does not play 
such an important role as to influence diabetic 
glycosuria to any notable extent. 

10. For this reason, and on account of its high 
caloric value, fat is the most valuable food sub- 
stance for the diabetic. 

A mere glance at the preceding dicta of Nau- 
nyn makes it obvious that his concept of diabetes 
was all inclusive and of the best, up to his time. 
Today, however, since the advent of insulin, 
Naunyn’s tenth commandment must be set aside. 
It is not true that fat is the most valuable food 
substance for the diabetic. My own belief is 
that if Naunyn had reduced the total food in- 
take and given his diabetic patient a diet of car- 
bohydrate, protein and fat in nearly normal pro- 
portions, at least 40% of his patients would 
have been better off than they were on the high 
fat diet. We know now that 40% of our patients 
do not require insulin and that they can be well 
controlled on a moderate carbohydrate and low 
fat diet. Given a high fat diet, these patients 
like the other 60% tend to develop ketosis and 
coma. It is my belief that the high fat diet was 
responsible for many cases of avoidable diabetic 
coma, and higher mortality. 
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The following table shows our experience in 
that respect: 


DIET AND KETOSIS 

















Year Patients Carb Fat Insulin Ketosis 
1923 100 Low High 0 43% 
1932 100 High Low 0 2% 
1942 706 High Low 65% 4% 





Fasting: Guelpa, of Paris, in 1896 began the 
treatment of diabetes with periodic fasting. This 
was advised as a measure to “disintoxicate” the 
diabetic patient. It should be recalled here, that 
Bouchardat, half a century before, advised fast 
days in the treatment of diabetes. Guelpa dem- 
onstrated that by fasting and the use of saline 
laxatives, the patient is made sugar free usually 
in three days. In 1910, he presented his results 
before the British Medical Association. Working 
with Robin at the Beaujon Hospital in Paris, 
he had demonstrated the effects of fasting in 
severe cases of diabetes, finally winning the ap- 
proval of the most skeptic ones about him. Said 
Bardet, “Guelpa has done something both new 
and of great significance.” Fasting was less 
quickly adopted in America, because at this 
time Benedict, Mendel, and others were claiming, 
and rightly so, that fasting increases ketosis, 
thus inviting diabetic coma, and is therefore dan- 
gerous. 

An American, Woodyat, in 1909 wrote of semi- 
starvation periods of one to five days in the 
treatment of diabetes. Allen and Joslin further 
developed the fasting treatment. 

The Pancreas: Vassale in 1889 ligated the duct 
of Wirsung, noted that atrophy of the acinous 
tissue in the pancreas followed, that no changes 
occurred in the Islands of Langerhans, and that 
glycosuria was not produced. Therefore, he ar- 
gued, the function of the Islands of Langerhans 
was apart from that of the acinous tissue. 

Lepine in 1892 believed that in diabetes the 
pancreas fails to produce the required ferment 
or internal secretion necessary for health. Wil- 
liamson in 1894 suggested implantation of living 
pancreas. Sandby in 1894 suggested that a fresh 
extract of pancreas be injected, thereby hoping 
to replace the needed pancreatic ferment. Sir 
E. Sharpley Schafer in 1895 suggested that 
pathological changes in the Islands of Langer- 
hans may be responsible for diabetes. 

In America, Opie in 1900 elaborated the idea 
that diabetes was a disease due to degeneration 
of the Islands of Langerhans in the pancreas, 
that these islands had an internal secretion, and 
alteration of form and function in these struc- 
tures resulted in diabetes, and that the acini of 
the pancreas were not involved. 

Zuelzer, Dohrn, and Marxer (1906-8) pre- 
pared an extract from expressed juice of the 
pancreas, treating it with alcohol and dissolving 
the residue in salt solution or water. They noted 
favorable effects of this extract on the hyper- 
glycemia of depancreatized dogs and also on 
the ketonuria of diabetes, and treated eight cases 
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of human diabetes and four cases of ketosis with 
favorable results. The difficulty with their ex- 
tract was its impurity, which after injection pro- 
duced shivering, chills, and fever. Says Macleod, 
in whose laboratory insulin was produced by 
Banting and Best, “There can be no doubt that 
Zuelzer in 1908 came very near to isolating what 
we now call insulin.” 

Ssobolew and Schulze, working independently 
in 1902, found that after ligation of the excretory 
ducts of the pancreas, acinous tissue gradually 
undergoes atrophy, while the Islands of Langer- 
hans remain intact. Their experiments also 
showed that withholding from the intestine the 
external pancreatic secretion, pancreatic juice, 
did not produce glycosuria. They further pro- 
posed that if an extract of the Islands, obtained 
from the new-born calf, could be isolated, such 
organotherapy might be effective in the treat- 
ment of diabetes. 

In Italy, Massaglia experimentally proved, in 
1912, that destruction of the Islands of Langer- 
hans does result in glycosuria. He also believed 
that an internal secretion of the pancreas gov- 
erned carbohydrate metabolism, and attempted 
the treatment of diabetes with a pancreatic 
extract. 

Many other experimenters also believed that 
the pancreas manufactured such an internal se- 
cretion. Renne and Fraser, as early as 1907, 
prepared an extract of pancreatic tissue con- 
taining Islands of Langerhans taken from fish. 
This was administered to animals with diabetes, 
but the results were inconclusive. Falta in 1915, 
fully believed that such an internal secretion or 
hormone existed. Von Furth, Von Noorden, and 
Naunyn were convinced of its existence, and all 
of them believed that sooner or later such a 
substance would be demonstrated. 

The work of Opie in 1900 has already been 
discussed. Allen in 1913, after surveying the 
field of diabetes and glycosuria in his outstand- 
ing monograph, defined diabetes mellitus as “the 
condition resulting from a reduction of the pan- 
creatic amboceptor below the requirement of 
normal metabolism.” 

Banting-Best and Insulin: Moses Barron re- 
peated the experimental work of Ssobelow and 
Schulze (1902) and obtained results similar to 
theirs. It now appears that this physiological 
experiment was the key that finally opened the 
way to the discovery of insulin. The hypothesis 
underlying the experimental research of Banting, 
was, according to his own writings, formulated in 
November, 1920, after he had read a report of 
Barron’s work on the relation of the Islands of 
Langerhans to diabetes. Barron found that after 
ligating the excretory ducts of the pancreas the 
acinous tissue gradually atrophies while the 
Islands of Langerhans remain intact. This being 
so, said Banting, an active extract of the tissue 
of the Island of Langerhans, which should be 
an effective glycolytic agent, might therefore be 
prepared. A subsidiary hypothesis was that tryp- 
sinogen, the secretion of the acini, and at the 
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same time the external secretion of the pancreas, 
was antagonistic to the internal secretion of the 
pancreas. This, he said, accounts for the previous 
failures following the use of extracts of the whole 
gland. 

Banting’s work began in November, 1920, in 
the laboratory of Professor Macleod, University 
of Toronto, Canada. Associated with him were 
Best, a graduate assistant in the Department of 
Physiology, and later, Collip, a biochemist. 

On May 17, 1921, Banting and Best began 
their collaborations. Macleod asked Best to work 
with Banting. For the following four or five 
months they worked uninterruptedly and alone. 
On November 14, 1921, Banting and Best made 
their first report in Toronto. In December, they 
made the second report before the American 
Physiological Society at New Haven, Connecti- 
cut. By May, 1922, the importance and possibili- 
ties of his extract, isletin, now known as insulin, 
seemed very definite. After the injection of in- 
sulin subcutaneously or intravenously, blood 
sugar fell progressively from the normal to a 
low level, depending on the dose. After the pri- 
mary fall, blood sugar gradually returns to nor- 
mal. If the dose is sufficiently large, blood sugar 
may fall to a level as low as 45 mg. per 100 cc., 
at which time the animal develops certain alarm- 
ing symptoms, the symptoms of hyopglycemia, 
also spoken of as insulin reaction or insulin shock. 
These hypoglycemic manifestations disappear 
promptly upon the administration of glucose. 
Clinical application of the use of insulin was 
made by Campbell and Fletcher in the clinic of 
Graham, Toronto General Hospital. Thus it was 
that insulin came into existence. 


Insulin Today 
THE question now is, where do we stand today? 
We have regular insulin which acts for ap- 
proximately six to eight hours after injection. 
We have the protamine zinc insulin of Hagedorn 
which becomes active in six hours and carries 
over for 16-24 hours and globin insulin, which 
becomes active about two hours after it is given 
and continues for about 15 hours. This duration 
of activity depends upon the vehicle in which the 
insulin molecule is suspended and the rate at 
which it is absorbed. In any and all of the in- 
sulins, the metabolic value of a single unit of 
insulin is precisely the same; the difference being 
in duration of its metabolic activity. 


Diet Today 

N SO FAR as diet is concerned, the aim is to 

give the patient a maintenance diet, one to 
maintain him in a healthy nutritional state, 
avoiding obesity, and avoiding undernutrition 
and deficiencies. 

We seek optimal values in food given to the 
patient, and we aim to have that food metabo- 
lized in a normal way by compensating for the 
patient’s insulin deficit, with the insulin that is 
administered by injection. 
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What of the Future? The following table indi- 
cates what has been accomplished in the treat- 
ment of diabetes over the past 27 years. 


DIABETES—F AIT ACCOMPLI 


1922 1949 


Diabetic coma Mortality approx. 50% 2% 
Diabetic gangrene Incidence ” 20% 3% 
Diabetic surgery Mortality “i High Normal! 
Pregnancy Mater death = 45% 0 
Foetal death ™ 50% 3% 
Life span in adults At least 75% 
normal 
Life span in children atage 10, 40 years 
Surviving 20 yrs. or longer ” 1.8% 24.1% 
Employability Before insulin era, greatly Near 
restricted. Norma! 


If a comparable showing can be made ove. 
the next quarter century, and this seems almost 
too much to hope for, then diabetes could be- 
come a problem of minor importance. The prob- 
lems are still very large, but history has shown 
that the future is always charged with the un- 
expected, and things which are near magic, some- 
how seem to turn up when least expected. 


What Do We Ask of the Future? 

WE WANT to know what is an ideal diet for 
man, as to the proper amounts and propor- 

tions of carbohydrate, protein, and fat. 

2. We suspect that arteriosclerosis, the deadly 
scourge of our time, because of its fat-contain- 
ing lesions, may have a nutritional basis, and the 
great question is, what is the mechanism of its 
production and what can be done to prevent it? 

3. Since diabetes, according to our present 
day concepts is brought about largely by hor- 
monal imbalance between the pituitary, thyroid 
and adrenal on one side and the pancreas with 
its insulin on the other, and because these two 
sets of hormones have “antagonistic” actions, 
what we would like to be able to do is to restore 
normal balance and thus normal metabolism 
which undoubtedly would lead to diabetes control. 

And so, we have reviewed, or glossed over, in 
less than an hour, at more than rocket speed, 
some 3500 years of medical history, of man’s 
effort in the search for comfort, health, and life. 
Much has been accomplished; and there is yet 
much more to be done. But we are not dis- 
mayed; we do not feel as did Sir William Gull 
(1860-1890), notable in his day for medical 
achievement, and physician to Queen Victoria. 
On listening to a greatly detailed report by Pavy, 
who had devoted 20 years to the study of dia- 
betes, he was annoyed by the intricacy and detail 
of Pavy’s studies. In a public meeting, he depre- 
“ated Pavy, saying with some petulance, “I won- 
der what sin Pavy has committed or his fathers 
before him, that he should be condemned to spend 
his life seeking a cure for an incurable disease.” 
In 1923, Sir William’s wondering found its an- 
swer, and in unmistakable fashion the answer 
was insulin, Banting and Best. The lesson all of 
us in medicine would do well to take from this 
is that tomorrow will be even better than today. 
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Social and Economic Implications of Diabetes 





A. V. MURRAY, 
President, Scaife Company, 
Pittsburgh 


T IS QUITE appropriate that this first Seminar 

on Diabetes in Industry, which is open to 
local representatives of the medical profession, 
should be held in Pittsburgh. Probably at no 
place in the country are more people—medical, 
industrial, labor, the general public—more con- 
scious of both industrial and public health and 
safety. Our heavy industries and mining opera- 
tions are by nature among the most hazardous. 
Smoke, the Donora smog, and stream pollution 
have made Pittsburghers acutely conscious of 
the health hazards from those sources. Many 
organizations and groups have concentrated upon 
the elimination of those hazards. Foremost 
among these is this Industrial Hygiene Foun- 
dation which has made valuable contributions 
to corrective programs. 

Our educational institutions are alive to the 
increased demands being made upon the medical 
profession by the establishment of the School of 
Public Health and the enlargement and modern- 
ization of the Medical School at the University 
of Pittsburgh. In these forward steps, Pitts- 
burgh has more than laid the groundwork to at- 
tain the eminence in medical education that it 
has previously attained in its major industries. 
The fact that you doctors, all busy men, are 
taking the time to attend this Seminar is evi- 
dence of your practice of keeping abreast of 
the most modern developments in every phase of 
your profession in order better to serve the pub- 
lic. Such an atmosphere encourages, perhaps al- 
most guarantees, the full cooperation of industry 
not only in a program for diabetics in industry, 
but for any sound health or safety program. 


HE subject assigned to me is “The Social and. 


Economic Implications of Diabetes.” It is my 
opinion that unless a substantial portion of our 
population should actively become diabetic, the 
social and economic implications of diabetes can- 
not be classed as being very serious, at least to 
industry. Certainly they are minor in compari- 
son with the problems incident to the employ- 
ment of people having crippling handicaps. 

Diabetes causes no physical disfigurement or 
impairment which might be distasteful or ob- 
jectionable to fellow employees. No physical help 
is required for diabetics to move from place to 
place. They require no physical aids or special 
equipment such as are necessary when sight or 
use of limbs is impaired. In fact, there are indi- 
cations that some diabetics, conscious of their 
handicap, take their jobs more seriously, and 
are therefore better employees. 





Presented at the “Seminar on Diabetes in Industry,” at the 
Medical Conference of the Industrial Hygiene Foundation, 
Mellon Institute, Pittsburgh, November 16, 1949. 





The special considerations which must be given 
to a known diabetic are relatively minor. Work- 
ing schedules must be regular in order to permit 
them the regularity of diet and activity which 
is usually prescribed. Extra precautions must be 
taken or additional safeguards provided to mini- 
mize the risk of injury or infection. The job 
assignment usually accomplishes this. In case 
of injury or infection, adequate medical care 
must be readily available and close attention must 
be given until the patient is fully recovered. Fel- 
low workers should be alerted to the possibility 
of coma or insulin reaction in diabetics. 

The medical profession can be justifiably proud 
of its outstanding accomplishment in so effec- 
tively controlling the disease to the extent that, 
according to Metropolitan Life Insurance Com- 
pany’s booklet on diabetes, “the diabetic who 
studies his disease and uses his knowledge to 
cooperate intelligently with his physician stands 
a good chance of living as long and as success- 
fully with diabetes as he might reasonably have 
expected to live without it.” 


I? WOULD appear that in so far as the disease 

itself is concerned, the problems of industry in 
connection with the employment of the diabetic 
are comparatively simple. This might be true 
if diabetes were the only handicap to be con- 
sidered or if only handicapped employees needed 
to be considered. Today the non-handicapped 
must be considered also. Broadened social in- 
surance and pension programs are the result. All 
of these programs result in added costs to a 
company. Regardless of the sympathy or desire 
to help which the management of a company may 
have toward the illnesses or problems of its em- 
ployees, the management must consider the cost. 
Management’s primary job is to operate a busi- 
ness successfully. To do that, it must be operated 
at a profit. To operate it at a profit, goods or 
services must be sold for more than it costs to 
procure those goods or services. Selling prices 
are limited by competition unless the company 
has a monopoly. Costs, all costs, must be kept to 
a minimum. Bear in mind that the management 
—and the management alone—bears the full re- 
sponsibility for making the profit; everyone else 
either wants a larger slice of it or complains 
that it is too high. 

Social insurance is one of the several so-called 
“non-wage labor costs,” the burden of which 
upon industry has been increasing steadily in 
recent years. 

In our own company these non-wage costs 
have increased 80% in the past six years while 
direct wage costs have increased 55% during 
the same period. 
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HAT are these non-wage labor costs and how 

serious are they? In 1949, the United States 
Chamber of Commerce published a research study 
entitled, “The Hidden Payroll, Non-Wage Labor 
Costs of Doing Business,” conducted by its eco- 
nomic research department. The study covered 
203 representative firms employing more than 
2,100,000 workers. There was a wide variance 
in the information reported by each firm, how- 
ever, the following summary was taken from 
the averages compiled from the reports of all 
firms: 


~ iene Peres ~ Dollars 


Cents 


Percent of 
Wages Paid Per Per Year 
For Time Hour Per 


Worked Worked Employee 


Description 





1. Legally required payments for 
Old Age Benefits, Unemploy- 
ment Compensation, Work- 
men’s Compensation 

2. Pension plan premiums and 
pension payments not covered 
by insurance-type plan 2.2% 2.9¢ 61. 

3. Social insurance (life, sickness, 
accident, hospitalization, 
medical care, etc.) 

4. Termination pay, discounts on 
purchases, free meals, etc. 9% 1.2¢ 24. 

5. Paid rest, lunch, travel and 
make-ready periods 

6. Payments for time not worked, 
vacations, holidays, miscellaneous 4.8% 6.4¢ 132. 

7. Profit sharing, bonuses, etc. 1.1% 1.4¢ 30 


3.2% 4.3¢ $88. 


1.4% 1.9¢ 39. 


1.8% 2.4¢ 50. 





TOTALS 15.4% 20.5¢ $424. 


An increase of 2.1 cents per hour for social 
insurance and 3.1 cents per hour for pensions, 
to meet the so-called package requirements of 
4 cents and 6 cents respectively recommended by 
the President’s Fact-Finding Board, would in- 
crease the above average non-wage payments to 
$532 per employee per year. In our own case, 
an increase to 10 cents per hour worked in the 
amount spent for social insurance and pensions 
would represent an additional increase of about 
80% in our non-wage costs which is equal to 
approximately 30% of our profit for 1949. 

Why be concerned if these additional costs will 
be passed on ultimately to the man in the street 
—to you and me? If all of the increase could be 
passed on immediately and you and I did not re- 
fuse to pay the increased costs, there would be 
no problem. Unfortunately, an attempt to pass 
on the increased costs by increasing selling prices 
will, in many instances, result in a loss of busi- 
ness because some concern may be selling the 
items for less. Fortunately or unfortunately, all 
companies producing a similar item do not pro- 
duce it in the same way or at the same cost; 
processes differ, costs and types of equipment 
differ, wage rates differ, costs of raw materials 
differ, and so on, all of which results in a wide 
variance of costs. It is obvious that these dif- 
ferences cannot be corrected overnight or that 
enough capital could be made available to finance 
them even if they could be corrected overnight. 

What then is the outcome? There are several 
possibilities, all of which may adversely affect the 
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number of jobs available not only for the handi- 
capped but also for the non-handicapped. Some 
companies, in order to survive, may have to re- 
sort to one or more of these possibilities, a few 
of which I am going to outline. 

The cost to a company of insurance, such as 
unemployment compensation, workmen’s compen- 
sation, life, health and the like, is determined by 
experience. The higher the amount paid out as 
benefits, the higher the cost. In order to hold 
costs to a minimum, it may necessitate a more 
careful screening job in order to choose appli- 
cants who might be less liable or less susceptible 
to illness or to injury. Such a screening probably 
would make less jobs available to applicants al- 
ready handicapped. In view of the constantly 
increasing burden of wage and non-wage labor 
costs, it is reasonable for the employer to expect 
maximum efficiency and productivity from his 
employees. This may limit the employment of 
the handicapped in some lines and in some com- 
panies. Low stamina, above average absences 
from the job, as well as lack of skill, may be 
sufficient to disqualify an applicant for a job. 

Again, the constantly increasing wage and 
non-wage labor costs may force a company to 
resort to labor saving equipment where capital 
is available. The recent additional costs resulting 
from expanded social insurance and pension pro- 
grams, the latter compared to depreciation on 
equipment, may, in the comparison of the cost 
of labor versus the cost of equipment, tip the 
scales in favor of the latter. This might mean 
less jobs if it were not offset by increased mar- 
kets. 

By the foregoing, I do not wish to convey the 
impression that I foresee a replacement of men 
with machines or that there will be no place in 
industry for the diabetic or other handicapped 
individual. I do want to draw attention to the 
fact, however, that each new burden of increased 
costs placed upon industry necessitates some re- 
adjustment. In view of the lowered demand for 
practically all goods now that war shortages are 
satisfied, the readjustments may be more severe 
and more far reaching. The readjustment may 
be drastic for some companies, some communi- 
ties, some families or some individuals both from 
a time and a severity standpoint. It may cause 
a set-back in programs for the. emp!oyment of 
diabetics in some areas and some companies, 
particularly in the smaller companies which do 
not have their own medical service depariments. 


It IS WITH such smaller companies that much can 

be accomplished for the benefit of the diabetic 
and other handicapped persons by the doctors 
in this audience who are in private practice. 
Many of you number among your patients the 
owners and managers, as well as the employees 
of the smaller companies. To the owners and 
managers you can readily explain the comvara- 
tively simple precautions necessary for the suc- 
cessful employment of the diabetic. You can allay 
the fears that they might be adding to their bur- 
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dens by employing or retaining a diabetic. To 
the employee patient suffering from diabetes, you 
can add another incentive for him to follow 
conscientiously the program of treatment, and 
that is to avoid becoming or being considered 
the burden that the management fears. 

As I mentioned before, industry will cooperate 
to the fullest extent in the medical profession’s 
program directed both towards the identification 


INDUSTRIAL MEDICINE Aanp SURGERY 


Page 265 


of diabetics and their successful employment in 
industry. Much of that program will be brought 
out in the talks of the eminent and capable medi- 
cal and lay authorities who are participating in 
this Seminar. The medical profession’s marvelous 
record in this connection entitles it to that sup- 
port and cooperation. Let the good work be con- 
tinued. It is both an inspiration and a challenge 
to other research activities. 





Teamwork versus Prejudice 


30 YEAR-OLD coal miner, the father of a nine-year-old girl, sustained a fractured 

spine and complete paralysis of both extremities below the waist. He developed 
such extensive bed sores that it was necessary to amputate both legs close to his hips. 
He also developed stones in both ureters which were unsuccessfully operated on, leaving 
him with a draining abdominal urinary fistula. Today this young man, despite his 
paraplegia, bed sores, urinary fistula and bilateral high-thigh amputation, walks with 
the aid of artificial limbs, all wounds healed, his fistula closed and the stones removed 
from both ureters. Teamwork did this. The neurosurgeon, the urologic surgeon, the 
orthopedic surgeon, and the plastic surgeon all worked together. This is the basic 
principle in the treatment of the severely disabled. But of special significance is the 
fact that special facilities were provided in a rehabilitation center for the adaptation of 
this miner to the routine pursuits of life. Surgery is not enough for the amputee. The 
surgeon must work cooperatively with the limb maker, the physical therapist, the 
occupational therapist, the vocational counselor, the training officer. All their energies 
must be directed toward a fixed program including complete psychological and physical 
restoration of the patient, his vocational guidance and training, and his final placement 
in work consistent with his capacities. This integrated program which forms the basis 
of rehabilitation can well be applied to all sick and injured, and should replace the 
old concept of cure. A man is not cured unless he reaches the maximum physical, 
mental, vocational, and social usefulness. The rehabilitation center provides not only 
the facilities but the professional and social climate to effect these results....The 
greatest obstacle to the rehabilitation of the physically handicapped is public prejudice. 
The fundamental and deep-seated aversion is so insidious and powerful that many 
outwardly sympathetic persons do not realize the basis for their inwardly truculent 
attitudes. Rationalization appears on all sides. Is there no way we can change this 
public attitude? Can we not demonstrate the value and effectiveness of these crippled 
and disabled persons? Can we not make reasonable people understand the role they 
play in our national and international life?—that we have underestimated the poten- 
tialities of our physically handicapped population; that we have neglected them as an 
indispensable reserve of manpower; that we have overlooked the possibilities of these 
human resources and how they can be increased by the technics and processes of re- 
habilitation; that we have ignored the great spiritual forces unleashed in the act of 
restoring the crippled and disabled to independence and economic security ....Twenty- 
five years of organized effort on behalf of the disabled have produced only limited re- 
sults. The war periods were favorable, not because of a change of attitude, but because 
of need. Certainly we must continue the struggle against this monster of prejudice. 
Certainly we must arouse the general public and the professions to their responsibilities, 
But fundamentally and in the final analysis, they cannot be trusted. There is only one 
hope for the disabled—rehabilitation. Train them and develop them so that they can 
stand on their own. Provide them with physical and vocational equipment that will 
enable them to face the challenge of competition. It was Balzac who said that most 
of us are just ordinary people seeking extraordinary destinies. The physically handi- 
capped are extraordinary in that they seek only an ordinary destiny. This, then, is 
their challenge to us. Give us the opportunity to realize that destiny. 


—-From the Statement submitted by Dr. Henry H. Kessver, Director, Kessler Institute for Re- 
habilitation, on behalf of the A.M.A., before a Sub-Committee of the Senate Labor and Public 
Welfare Committee, May 5, at a hearing on certain bills for rehabilitation of the handicapped. 








Detection of Diabetes in Industrial Workers 


HOWARD F. ROOT, M.D., 
Physician-in-Chief, New England Deaconess Hospital, 
President, American Diabetes Association, Inc., 
Boston 


PPROXIMATELY 75% of the 2,000,000 diabetics 


in this country are over 40 years of age. 
Of these the great majority are between 40 and 
65. This fact makes the diabetes problem of 
particular importance in industry since it is in 
this age group that the skilled, experienced, key 
employees are to be found. This age period in- 
cludes the most valuable part of the worker’s life 
when the existence of a hidden, untreated, chro- 
nic condition, such as diabetes, may have serious 
effects upon his working efficiency. As an ex- 
ample, among machinists and tool-makers im- 
pairment of vision by untreated diabetes might 
terminate a man’s work at his highest productive 
level. Our objective then is the prolongation of 
the worker’s efficiency by preventing avoidable 
diabetic symptoms and complications. 

These considerations led me to search for in- 
formation about the industrial population of 
this country from the publications of the U. S. 
Public Health Service, and the National Asso- 
ciation of Manufacturers, and from articles in 
INDUSTRIAL MEDICINE. I learned that during the 
week December 6-11, 1948, the working popula- 
tion in this country was at a high level. Actually 
at that time there were 7,375,000 persons em- 
ployed in agriculture, of whom more than 6,000,- 
000 were male. In the non-agricultural industries 
a total of 52,059,000 persons were employed: 
85,991,000 male and 16,068,000 female. Next I 
was concerned to know how many of this large 
industrial population were employed in industries 
where a well organized medical service might 
be already carrying on such a medical program 
as would detect diabetes. In a study of “War- 
time Industrial Medical Services” by Brinton, 
Dreessen and Trasko, in INDUSTRIAL MEDICINE, 
August, 1943, it appeared that in 962 estab- 
lishments only 18% had one or more full- 
time physicians. In plants with less than 250 
employees no full-time physicians were found, 
and with plants between 250 and 500 civilians 
less than 1% had a full-time physician. How- 
ever, physicians on call for emergencies and 
first aid were available in from 62 to 75% of 
plants with less than 500 employees. When the 
number of employees rose from 500 to 10,000 
or more the percentage of plants employing full- 
time physicians increased. Naturally, as the per- 
centage with full-time physicians rose, the per- 
centage with on-call or part-time physicians fell. 
I was also informed that 90% of all commercial 
and industrial firms have less than 500 employees. 

In the report of a survey of 2,064 industrial 
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establishments issued by the National Associa- 
tion of Manufacturers in 1941 a careful study of 
the features of factory health programs was 
made. All of the companies selected for survey 
had some type of factory health program. Twen- 
ty-three separate items, such as provision of 
restrooms, were listed in the questionnaire which 
went to the factory. Maintenance of a doctor 
or registered nurse in the plant at regular hours, 
nevertheless, occurred in only 13% of those 
plants having under 250 employees. For the 
group as a whole including the large factories 
with 10,000 to 20,000 employees 32% maintained 
a doctor and 42% a registered nurse. It seems 
clear, however, that since more than 70% of all 
workers are employed by firms having less than 
500 employees and since only 21% of the fac- 
tories surveyed by the National Association of 
Manufacturers offered periodic health examina- 
tions of office employees, the problem of diabetes 
among industrial workers must be an open and 
challenging field for investigation. A real need 
exists for a cooperative effort to find and treat 
hidden diabetics and to study the working effi- 
ciency of diabetics. 

The importance of diabetes detection stems 
from the nature of diabetes itself. We are ac- 
customed, if I may review for a moment our 
medical ideas, to regard diabetes as a consti- 
tutional disease on an hereditary basis charac- 
terized by the presence of glucose in the urine 
and persistent hyperglycemia. It is due to dis- 
ease of the pancreas and may be associated with 
disturbances in liver function and in other endo- 
crine glands. For many years intensive study 
has been given to the various factors which may 
enter into the etiology of the disease such as the 
role played by the pituitary, the thyroid, the 
adrenal glands. In recent years investigations 
of these glands and of experimental diabetes 
produced by such substances as alloxan have con- 
tributed to our knowledge. However, at present 
among the most competent experimenters and 
clinical observers diabetes is defined as hypo- 
insulinism. Therefore, diabetes whenever diag- 
nosed by the presence of glycosuria and elevated 
blood sugar level is essentially a deficiency dis- 
ease and it is the lack of sufficient insulin which 
fundamentally explains the symptoms and the 
characteristic features of the disease. 


Incidence of Diabetes 

BEGINNING with the studies of the Massachu- 
setts Department of Health more than 20 

years ago and continuing with the survey of the 

National Health Institute, evidence has steadily 

accumulated indicating that the frequency of 
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diabetes in the community is much greater than 
had previously been thought. It was long known 
that diabetes as a cause of death in mortality 
tables had risen rapidly from 27th to 9th place 
in the last 50 years. However, evidence accumu- 
lated that estimations of diabetes morbidity 
based on mortality tables erred grossly by under- 
statement. In Massachusetts, Lombard and Jos- 
lin showed the error. When careful studies of 
various groups began to be made by means of 
blood sugar tests as well as urine tests, the fre- 
quency of diabetes and the possibility of detec- 
ting diabetes in any early stage before symp- 
toms had occurred became evident. Such surveys 
of the draftees in induction centers in Boston 
during the war and in such communities as Ox- 
ford, Massachusetts, by the U. S. Public Health 
Service, as well as the earlier survey in the state 
of Arizona in 1940 clearly show that diabetes is 
a universal disease and that it can be discovered 
in an early stage. Its frequency is indicated by 
the demonstration through these surveys that 
there are probably a million people in the country 
with diabetes who are already diagnosed, but in 
addition one million patients exist with unrecog- 
nized or hidden diabetes. Although the recog- 
nized, treated, and controlled diabetic is not a 
major problem, it is the unknown and therefore 
untreated diabetic who presents the problems 
of physical impairment and hazards in employ- 
ment. 


Reasons for Discovering Diabetes in an Early Stage 
Au STUDENTS of diabetes have agreed upon the 

tremendous importance of the recognition 
of diabetes in an early stage before symptoms 
and complications have developed. As an illus- 
tration a young man 27 years of age was found 
in a Diabetes Detection survey in early acidosis 
which might have become coma in 48 hours. 
However, the importance of early diagnosis has 
been more clearly brought out by analysis, par- 
ticularly of the patients of the George F. Baker 
Clinic, through the Statistical Bureau of the 
Metropolitan Life Insurance Company more than 
a year ago at the American Medical Association’s 
exhibit in Chicago. In this analysis the mor- 
tality rate for diabetic patients discovered before 
symptoms or complications had developed was 
only one-third of the mortality rate of diabetic 
patients whose disease was not discovered until 
symptoms had occurred. It was these facts 
that led the American Diabetes Association, in 
June, 1948, to appoint a Committee on Diabetes 
Detection. 


Diabetes Detection Program 
THE first attempt was made in an experimental 
fashion to carry out the beginning of a Dia- 
betes Detection program in various communities 
during Diabetes Week in December, 1948. This 
Diabetes Week received a moderate amount of 
publicity and the active cooperation in many 
cities both of the doctors in Diabetes Associa- 
tions and of the county medical societies. A 
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partial report of the tests made indicated that 
among the first 148,000 people tested among 
adults about 1% proved to be new cases of dia- 
betes; among the children tested roughly one in 
2,000 may be discovered to have diabetes. 

The interest of industry in diabetes detection 
was demonstrated in many communities such as 
Worcester, Massachusetts, Dayton, Ohio, and 
St. Louis, Missouri. In many industries where 
a full-time medical program was in action, in- 
terest in diabetes had been increasing for many 
years. Actually in Dayton, more than 25,000 
persons in industry were tested during the Dia- 
betes Detection program of last year, and that 
program is continuing all year-round as had been 
planned. This year a much larger number of 
industries have undertaken detection programs. 
If I may quote an example, in Massachusetts 
the Executive Office of the Associated Industries 
of Massachusetts announced the Diabetes Detec- 
tion program and in 233 industries plans were 
made for offering urine tests to employees. 
Actually the degree of cooperation seems to vary 
considerably in different industries. In certain 
industries the employees have not understood the 
intention of management, and have feared that 
the discovery of glycosuria or diabetes might 
lead to loss of their work or at least trans- 
fer to some less lucrative position. Cooperation 
has been withheld so that in one instance out 
of 2500 employees only 25 volunteered for test- 
ing. In direct contrast with this attitude was 
the experience in Dayton, Ohio, where in pre- 
paring for the detection program preliminary 
explanation of the purpose of the program to the 
union representatives brought about a high de- 
gree of cooperation with management. Both 
recognized the advantage to the health of the 
worker in the avoidance of illness and absentee- 
ism. 

In general, as we received reports from 
various communities since this year’s Diabetes 
Week began the diabetes program for the year, 
October 10-16, there is a steadily increasing 
activity among industrial physicians, and an in- 
creasing cooperation in carrying out the program 
for diabetes detection. 

In Massachusetts among industries which re- 
sponded to a single letter sent out by Associated 
Industries of Massachusetts there are 35 indus- 
tries which employ full-time medical personnel; 
in another 33 industries part-time medical per- 
sonnel is employed and in 51 the plants have no 
regular medical personnel and would rely on local 
physicians to carry out programs. In the fourth 
group of 31 industries no suggestion was made 
about use of a local family physician, but in this 
group many of the plants have planned to use 
the new self-testing equipment as a trial. In 
many cases the detection program is continuing 
so that so far no more than a preliminary state- 
ment can be made. 

However, in the first 50 industries report- 
ing, again the percentage of new patients found 
varies from 0.5 to 1.5%. 
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Results of Routine Examinations 

‘THE detection of diabetes does occur in the 
course of routine examinations, of pre-place- 

ment examinations, as part of periodic examina- 

tions of employed persons and in transfer ex- 

aminations, and finally in general health ex- 

aminations. The attitude of our Diabetes De- 


tection Committee has been expressed as follows: - 


The best way to detect diabetes is to have a 
urine and blood test as part of a general health 
examination carried on at regular periods, per- 
haps every six months or every year. Such a 
general health examination should be encouraged 
in industry as among all the citizens of the 
country. In pre-placement examinations diabetes 
has been found not infrequently as noted in a 
forthcoming article by Dr. Gordon M. Hemmet, 
Medical Director of the Hawk-Eye Works, East- 
man Kodak Company, Rochester, New York, 
which he has made available to me, and in which 
there is a summary of 10,157 pre-employment 
medical examinations during the years 1943 to 
1947. In summarizing this survey, 30 known 
diabetics were found and 26 unknown diabetics, 
making an over-all incidence of unknown diabetes 
in one person out of 391. It is important to 
remember that 50% of these examinations were 
between 18 and 35 years of age where the in- 
cidence of diabetes would be expected to be low 
as compared with the age period of 50 to 65 
years. The author points out that the incidence 
might have been higher had they used routine 
blood sugar tests in all applicants. However, 
they did blood sugar tests and even dextrose 
tolerance tests on those patients who showed 
glycosuria, and in cases where suspicion was 
otherwise aroused. One of the first studies of 
the diagnosis of undetected diabetes in industry 
was carried out by Dr. Edward W. Gates, Medi- 
cal Section, E. I. du Pont de Nemours & Com- 
pany, Niagara Falls, and reported in INDUSTRIAL 
MEDICINE, August, 1942. Dr. Gates studied 1800 
employees. In this plant among 1800 individuals 
who for years had careful annual physical ex- 
aminations, eight gave a family history of dia- 
betes, 63 had an hereditary history of diabetes, 
46 showed sugar in the urine, and eight were 
known to have diabetes. Glucose tolerance tests 
were carried out on all those with a family or 
hereditary history of diabetes, and also on those 
who showed sugar in.the urine. Thirteen per 
cent of the 63 persons who had had a hereditary 
history of diabetes were found to have diabetes. 
In the group as a whole he concluded that the 
incidence of diabetes was far greater than had 
been expected. An important point in his report 
is that all of the obese and potential diabetics 
were put on dietary treatment and some lost 
as much as 40 pounds. It must not be forgotten, 
that the main objective in the detection of dia- 
betes is the initiation of early, effective, and 
adequate treatment. This need not mean in every 
case the use of insulin, but a most important 
preventive measure is the recognition of border- 
line cases and particularly those patients who 
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have an hereditary history of diabetes, and the 
initiation of treatment designed to reduce obes- 
ity, and so to control one of the best known 
etiologic factors in the production of diabetes. 


The Types of Examination for Diabetes Detection 
TH clinical detection of diabetes on the basis 
of signs and symptoms must always be borne 
in mind, although the basic fact is that by the 
time the ordinary signs and symptoms of dia- 
betes have developed the disease has probably 
been in existence not merely for months, but 
in middle life often for five to 10 years. The 
tragedy we encounter frequently in the hospital 
is the group of patients who come late for treat- 
ment when they have diabetic retinitis, gangrene, 
serious loss of vision, or impending amputation 
when it is perfectly evident that diabetes has 
been present for from five to 10 years. Symp- 
toms that may bring patients to the dispensary 
are loss of weight or strength or merely a feeling 
of exhaustion and lassitude, and in all such 
patients tests of the urine and blood at an in- 
terval of one hour after a meal containing a 
good deal of carbohydrates should be carried 
out in preference to the use of fasting speci- 
mens of blood or urine. The classical symptoms 
of frequent urination, increased thirst, blurred 
vision, drowsiness, and dysuria will always lead 
to urine tests. Less common symptoms but still 
trequent, to suggest a search for diabetes, are 
pain in the back and pain in the leg which may 
be diabetic neuritis. Pain in the leg may be 
noted on walking or, more frequently, pain and 
cramps at night which disturb sleep. Almost any 
disturbance in vision, and particularly the re- 
peated and slowly healing lesions of the skin or 
extremities should be regarded as symptoms. 
Skin lesions include pruritus vulvae balanitis in 
the male, and especially the rare lesion known 
as necrobiosis lipoidica diabetica. Other con- 
ditions not usually associated with diabetes but 
important to remember are bursitis or periarth- 
ritis of the shoulder and Dupuytren’s contrac- 
tures which are commonly found in diabetic pa- 
tients of long duration particularly in middle life. 
Drowsiness and unconsciousness are emergencies 
always requiring the doctor to bear in mind the 
extreme importance of differentiating diabetic 
acidosis or early coma from hypoglycemia of the 
patient who may have concealed his diabetes but 
is nevertheless taking insulin in large or in- 
correct doses. Perhaps the worst mistake in all 
internal medicine is to give to a person found 
unconscious a dose of insulin thinking that the 
person has diabetic acidosis when in reality he 
is suffering from hypoglycemia from a previous 
dose of insulin. For some reason extra insulin 
given under these circumstances has the poten- 
tiality of causing permanent damage to the cen- 
tral nervous system if not death itself. 
Diabetic acidosis really begins gradually. A 
period of several days of nausea, vomiting, con- 
stipation, abdominal pains, and increasing diffi- 
culty in breathing usually leads the patient or 
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the family to a doctor’s office. However, there 
are a good many diabetic patients in whom 
coma comes on fairly rapidly and who actually 
are found unconscious in a rooming house after 
many hours of unconsciousness. Hypoglycemia 
on the other hand develops rapidly. The person 
who left home apparently perfectly well, fairly 
suddenly late in the morning or in the afternoon 
may become unconscious or show convulsions. 
In this patient, in contrast to the acidosis pa- 
tient, the skin is moist, the blood pressure may 
be normal or elevated, pulse is rapid, reflexes are 
hyperactive. Fortunately such clinical emergen- 
cies are comparatively rare, although when they 
occur the occasion is urgent. 

Laboratory tests for the diagnosis of diabetes 
stress the fact that the finding of a reducing 
substance in the urine must be followed by a 
demonstration that the substance is really glu- 
cose and not one of the rarer sugars such as 
levulose or pentose. Interpretation of the blood 
sugar test which must always follow the finding 
of sugar in the urine will depend somewhat on 
the methods of blood sugar analysis used. Up to 
the present, methods such as the Folin-Wu or 
Benedict method give slightly higher values than 
other methods for the reason that they deter- 
mine not only the true glucose of the blood but 
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also other reducing substances which may vary 
in amount from as little as 20 mg. to as much as 
80 mg. per 100 cc. Newer methods, such as the 
Nelson modification of the Somogyi method, de- 
termine true glucose only. Thus the last-named 
method gives normal blood sugar values from 70 
to 90 mg. per 100 cc., whereas with the Folin- 
Wu method values from 80 to 130 mg. fasting 
are usually considered normal. After food or 
after glucose in the glucose tolerance test inter- 
pretations do vary. However, many clinicians 
make a diagnosis if glucose is found in the urine 
and the blood sugar exceeds 170 mg. from the 
venous blood at any time within an hour or 
two after a meal containing carbohydrates or 
after glucose in a glucose tolerance test. Other 
clinicians consider that the height of the blood 
sugar is of less importance than the duration of 
the elevation and therefore they consider the 
level of the blood sugar at the end of two hours 
as more important. To make it more difficult 
one may use capillary blood instead of venous 
blood. In capillary blood differences from 30-80 
mg. are also occasionally seen, arterial or capil- 
lary blood being higher venous blood. 

The following outline for establishing a Dia- 
betes Detection program is offered for criticisms 
and suggestions: 


American Diabetes Association, Inc. 
Diabetes Detection Drive 


Gvocmstions FOR ESTABLISHING A DIABETES DETEC- 
TION PROGRAM IN INDUSTRY: 

Purpose of the Diabetes Detection Drive: The 
purpose of the Drive, in brief, is to find the esti- 
mated one million unknown diabetics in this country 
and to bring them under adequate medical treat- 
ment and proper management of the disease. Earlier 
detection of diabetes and instruction of the patient 
in the knowledge of his condition and the best 
methods of treatment will improve his working 
efficiency and prevent absenteeism. 

Industry’s Role: It is desirable to examine as 
large a number of people as possible within a given 
area. Industry affords an unusual medium in which 
to screen for diabetes a great many people with a 
minimum expenditure of time, effort and money. In- 
dustrial workers lead active and productive lives and 
their efficiency may be seriously affected by a hidden 
and untreated chronic disease. 

I. Persons to be Tested: All employees should be 
tested annually regardless of age or sex. Diabetes, 
however, will be found five to seven times as often 
in individuals with known diabetic relatives. In one 
industry diabetes was found in 13% of the em- 
ployees who knew of diabetes in their families. 
Diabetes may occur at any age, but is more 
frequently found after the age of 40 and among the 
obese. Incidence of the disease is nearly twice as 
high among women. Ten per cent of those with gly- 
cosuria who are at present not found to be diabetic 
will subsequently develop true diabetes. 

II. Place of Testing: If available, the company’s 
medical facilities, such as a laboratory, doctor’s or 
nurse’s office, first-aid station, etc., may be used. 
Testing, however, also can be carried on in the lab- 
oratory of a nearby hospital, or a local health unit, 


necessitating only a collection station within a plant. 
Home-testing is available to anyone. Equipment may 
be purchased at a drug store. The purchaser is in- 
structed how to test his own urine, and to report 
positive tests to his own physician. 

III. Methods of Testing: Two methods are com- 
monly used: (A) Urine screening using well-known 
tests, such as Benedict, Clinitest, or Galatest. (B) 
Blood Sugar tests using capillary blood from either 
the finger tip or ear lobe. The former method (A) 
has been more frequently employed. 

A. Urine Testing: 

1. Collection of Urine: Specimens of urine should 
be collected by the employee in the urine bottles or 
small clean containers at home, or provision may 
be made at the plant for such collections. The speci- 
men should be taken one or two hours after a meal 
containing carbohydrates in the form of potato, 
bread, and dessert. Urine should be voided, however, 
just before mealtime in order that the specimen does 
not contain preprandial accumulation. 

2. Methods of Urine Testing: 

(a) Benedict Qualitative Test: Place 2% cc. 
(% teaspoonful) of Benedict qualitative solution in 
a pyrex test-tube, to which four drops of urine are 
added. Shake tube for mixing, and then place tube 
in boiling water for five minutes. Apply the color 
comparison test to determine if test is positive 
(sugar in the urine) or negative (sugar not present 
in the urine). A cloudy green, yellow, orange or 
red is an indication of sugar present. A clear blue 
solution signifies absence of sugar. Although the 
test is qualitative basically, rough criteria have been 
set up for quantitative results. Generally, green 
means a slight amount of sugar is present, yellow 
implies between 1 and 2% sugar and orange or red 
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any amount over 2%, without determining the quan- 
tity beyond 2% present. Since the test is based on 
the ability of glucose to reduce copper sulfate, one 
may discover if the urine contains less than 2% 
sugar by allowing the solution to settle after boiling. 
A constant blue color indicates inability to reduce all 
the copper and therefore presence of less than 2% 
sugar. The Benedict Quantitative test may be used 


for an exact determination of the percentage of - 


sugar present if desired. 

(b) Clinitest: This procedure is based on the 
reduction of cupric sulfate by glucose. In the form 
of a tablet, it generates its own heat, obviating the 
external heating. With a dropper, five drops of urine 
are placed in a test-tube, and then when dropper 
is rinsed, 10 drops of water are added. A Clinitest 
tablet dropped into the tube starts the reaction. 
Allow tube to stand for 15 seconds after the boiling 
has subsided. To make interpretation of test easier, 
add a drop of water, shake, and compare with color 
scale. All shades of blue indicate negative results. 
Any change in color means sugar is present, but 
the greater the change and speed of occurrence, the 
higher the amount of sugar. The amount of sugar is 
determined by comparing the solution with the color 
scale at the end of the 15 seconds waiting period. 
If the fluid changes from various shades, green, 
olive, tan, orange and finally to a dark brown, the 
reaction is definitely positive (more than 2%). 

(c) Galatest: Place paper toweling on tables or 
benches with a specimen by each toweling. Then 
deposit the powdered Galatest on paper, and with 
a dropper apply one small drop of urine on the 
powder. Change in color to grey or black is a 
positive reaction, and any other color should be dis- 
regarded. 

B. Blood Sugar Tests: 

In the past blood sugar testing has been used 
primarily for confirmatory diagnostic work, but 
with the introduction of the Wilkerson-Heftmann 
test, it has become practical for screening pur- 
poses. The kit, with complete instructions, is now 
available. Capillary blood in the amount of 0.1 cubic 
centimeter, taken from the finger tip or ear lobe, 
should be secured 30 to 90 minutes after a meal. 
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IV. The Most Efficacious Detection Program: The 
most accurate method of screening for diabetes is 
to test both urine and blood. If carrying on both 
is not feasible, the next best method is to screen by 
urinalysis and confirming positive tests only by 
blood sugar tests. If this is not possible, either 
urine testing or blood testing may be done. Urine 
testing is usually found less expensive and quicker. 
Manufacturers of several of the reagents have been 
providing testing material without charge for 
authorized detection programs. 

V. Interpretation of Tests: Detection of sugar in 
the urine does not necessarily mean the individual 
has diabetes, since glycosuria frequently occurs in 
hyperthyroidism, coronary disease, peptic ulcer, 
carcinoma, nephritis, etc. All such persons with 
positive tests should be referred for further con- 
firmatory diagnosis to their family physician or 
clinic. Previous surveys indicate that 3 to 5% of 
those tested will give positive urine tests. Facts 
to be taken into consideration, however, are the 
number of known diabetics who take the test and 
the increasing frequency of diabetics in the older 
groups. Among adults confirmatory tests have usual- 
ly disclosed from 0.5 to 1.0% of the group as new 
diabetics. 

VI. Reports: It is usually expeditious to have 
some kind of a Report Form ready which merely 
needs filling in by the examinee and the one giving 
the test. Then positive reports may be forwarded 
to family physicians. It is imperative that positive 
reports be sent out immediately in order that con- 
firmatory diagnostic work and treatment may begin 
without delay. 

VII. Cooperate with the American Diabetes As- 
sociation in their aim to detect the unknown dia- 
betic. Send a summary of your detection program 
to your local diabetes committee or organization 
and a copy to the American Diabetes Association 
for statistical analysis. This summary should in- 
clude (1) number of individuals tested, (2) number 
of positive tests, (3) number of positive tests con- 
firmed as having diabetes. 

If possible it would also be helpful to have the 
age, sex, etc., of those tested. 


“Eat Well and Lose Weight” 


HE ARTICLE, “Obesity in Industry,” by A. W. PENNINGTON, M.D., of Du Pont’s Medical 
Division at Wilmington, Delaware, in INDUSTRIAL MEDICINE (18:6, 259, June, 1949) 


cae ta 


ea ee eT a, a i i Bi 


was the inspiration for an interesting “food news” story entitled “Eat Well and Lose 
Weight,” by ELIZABETH Woopy in Holiday for June, 1950. The author of the Holiday 
feature describes her visit at the Du Pont Medical Division and the dramatic account 
given her by DR. GEORGE H. GEHRMANN, Du Pont’s Medical Director, of the company’s 
obesity-control program and its results. Referring to the subject matter of DR. PEN- 
NINGTON’S article DR. GEHRMANN says: “This pilot program was no stunt. It was 
carried out only after considerable thought and study. Its bases are deep in sound 
nutritional research. It was designed not to startle but to serve, and we have since 
broadened our Du Pont obesity-control program on the proved principles illustrated 
by its results. The diet works. It safeguards health; I’m convinced we can even 
Say it saves lives. It boosts employee morale, it’s true, but the important thing is not 
that it has given these overweight men and women new figures. The diet has done 
just that in many instances and we’ve been pleased to see the pride these people take 
in being slim once more. But we’re proudest of the fact that the program may have 
given some of our dieters more far-reaching futures than they might otherwise have 
had.” 

















Industry's Role in the Employment of the Diabetic 
JOSEPH T. BEARDWOOD, JR., M.D., 


Graduate School of Medicine, University of Pennsylvania, 


Philadelphia 


NDUSTRY’S role in the employment of the dia- 

betic is one of growing import. As the in- 
cidence of diabetes increases, industry should 
realize the ability of this particular group as 
workers and employees. To fill this role com- 
pletely, industry must become more aware of the 
diabetic of 1949 .... what to expect from him as 
an employee and what his limitations and pos- 
sibilities are. 

It has been a gratifying experience to me to 
realize the cooperation that most industrial phy- 
sicians are giving in the cases of diabetes em- 
ployed in their organization. I feel that we have 
been remiss in not presenting to industry a 
clear-cut picture of what the average diabetic is 
like and how trustworthy he may be as an em- 
ployee. Too often employers have been concerned 
with the belief that any diabetic may suddenly 
develop insulin reactions or convulsions, or may 
suddenly go into diabetic coma. I think it is 
important to realize that probably 75% of dia- 
betics do not require more than 15 units of in- 
sulin a day and that in this large group the 
question of insulin reactions becomes almost an 
academic one. 

There is every reason to believe that a well- 
educated and well-controlled diabetic is to all 
intents and purposes a normal individual as far 
as his activities and mode of living are con- 
cerned, except for his dietary management of 
his disease; therefore, it would seem that the 
basis on which diabetics should be employed 
should be the job suitability of the individual 
and the degree of cooperation he extends to his 
physician. It is our impression that the careless 
diabetic is also the careless workman and that 
the diabetic who cooperates with his program 
will prove to be a conscientious and dependable 
member of any organization. 

There are obviously certain limitations or 
concessions for some diabetics, but these are de- 
pendent upon the individual and his previous 
experience and the type of work he is doing. 

In the opinion of the men consulted during 
this survey as well as in our personal experience, 
the one working condition that will disturb a 
controlled diabetic is the necessity of working 
the varying eight-hour shifts, changing every 
three or four weeks. Most any diabetic can work 
any given shift if he can continue with those 
hours. Many can safely rotate from the 7:00 to 
3:00 to the 3:00 to 11:00 period without too 
much change in their metabolic balance, but 
the so-called “graveyard shift” from 11:00 P.M. 
to 7:00 A.M., will cause trouble in the majority 
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of cases. Diabetics should be restricted from 
certain hazardous occupations which require 
them to manipulate complicated machinery, such 
as hoists, electric cranes or structural steel work, 
piloting airplanes or public conveyances, where 
the possibility of hypoglycemia decreases the re- 
action time, which may cause injury to them- 
selves or others. Hard physical work should not 
be injurious to the diabetic, and when you con- 
sider that fairly severe diabetics have played 
intercollegiate football, intercollegiate soccer and 
championship tennis, physical exercise in itself 
is beneficial. However, since such strenuous 
sports activities might result in injuries, par- 
ticularly to the lower extremities in the long- 
standing diabetic, the question of development 
of diabetic gangrene from these accidents should 
be considered. We all realize that other in- 
dustrial accidents or operations are little more 
serious in the diabetic than in the non-diabetic 
and that the degree of risk depends in large 
measure upon the status of the cardiovascular 
system. With the use of antibiotics and chemo- 
therapy, infections have greatly diminished as 
a cause of disability in this group. 


NDUSTRY’sS role is undoubtedly influenced by 
three factors: 

1. The Attitude of the Insurance Carriers. 

DR. HARRY UNGERLEIDER, Medical Director of 
the Equitable Life Assurance Company, has per- 
mitted me to quote him. This company is one 
of the largest underwriters of group insurance. 
They make no distinction or exception for dia- 
betics and their experiences with them in this 
type of insurance have been such that they feel 
the diabetic presents no problem. Furthermore, 
they have extended sickness and health insur- 
ance, including an insurance paying physician’s 
fees, to this group and here again their experi- 
ences have been that the diabetic is as good a 
risk as the non-diabetic. DR. UNGERLEIDER reports 
that they employ diabetics as members of their 
organization, the only restriction being that they 
must be under the care of a physician. 

2. The Attitude of Labor. 

Labor is beginning to realize that it has a 
definite role in this question. In response to an 
inquiry directed to the American Federation 
of Labor, Mr. Louis Hines, for many years secre- 
tary to Mr. William Green and now a special 
representative, states, “The American Federation 
of Labor has a deep interest in the handicapped 
workers and their employment opportunities and 
this, of course, applies to the diabetic.” 

There is a sub-division of this organization 
termed “The American Federation of the Phys- 
ically Handicapped,” which is striving toward 
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legislation in the interest of the handicapped 
and is putting forth special effort in behalf 
of the diabetic workers, realizing that many 
highly skilled persons may fall within this cate- 
gory. This organization also realizes that unless 
some consideration is given these people, their 
skills are lost and the workers deprived of earn- 
ing a substantial livelihood for themselves and 
others. I am informed that the privilege of 
avoiding the working of the “graveyard shift,” 
is taken up many times in negotiations between 
the union and the employer, and provisions are 
made for the avoidance of work on this par- 
ticular shift by the diabetic. 

If disability insurance and retirement become 
part of labor contracts, it will be all the more 
important for labor and management properly 
to evaluate the diabetic. This is an encouraging 
attitude on the part of labor and it is hopeful 
to note that interest is being shown at least 
at the higher levels. One wonders how fair it 
is to place the diabetic in the same category 
with the physically handicapped! 

8. The Experiences of Industry with the Em- 
ployed Diabetic. 

It might be of interest to you to know the 
experiences of industry with the diabetic. In 
preparing this paper, we surveyed 31 large and 
small industries in the vicinity of Philadelphia, 
whose total employment numbers about 150,000. 
These included a large department store, a large 
mail order house, several public utilities, a large 
publication house, two insurance companies, and 
a radio and television company. The survey thus 
represents a cross-section of employability. There 
were four questions asked: 

1. Will you employ known diabetics? 

2. If the answer is no....has it been based 
on personal and unsatisfactory experience? 

8. Do you retain in your employ individuals 
developing diabetes if they have been with the 
company ? 

4. If the answer is yes....what has been 
your experience, particularly with absenteeism 
and reliability with this group versus a non- 
diabetic group? 


WE FOUND that industry can be divided about 
equally into two groups. The first are those 
who refused employment to known diabetics re- 
gardless of the severity of their disease or the 
type of work for which they applied. The second 
could be sub-divided into those who employed 
diabetics for certain specific types of employ- 
ment and who kept no very careful record of 
them, and those who definitely employed dia- 
betics whose disease was satisfactorily controlled 
and who were able to furnish me certain definite 
statistics,-which I think will be of interest. 

In most cases, the concerns in the first group 
would retain in their employ individuals who 
developed diabetes after a certain length of em- 
ployment, and in many cases changed the type 
of work which they had been doing. 

In the first group, the reasons given for not 
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employing diabetics were quite varied. The policy 
of certain national organizations was different 
at the local levels. In one radio plant, employing 
7,000 people, I was told by the personnel director 
that they did not employ diabetics because they 
were afraid that they would develop “convulsions 
and fall in the machinery.” In further delving 
into this matter, it was found that they have 
in their employ a diabetic who had been with 
the firm for 15 years before he developed dia- 
betes and has become a notoriously uncoopera- 
tive patient, and at least every two or three 
months develops an insulin reaction with con- 
vulsions. He works in an office with 50 other 
people and it has been necessary to alert these 
50 people, as well as other personnel, as to what 
to do with him when he gets a severe reaction. 
The personnel manager admitted to me that his 
thinking undoubtedly had been influenced by the 
unfortunate experience with this man, which 
stresses the importance of the diabetic who is 
employed being careful to keep his disease con- 
trolled so as not to prejudice the employment 
of other diabetics. So strong is the “anti- 
diabetic” feeling in this plant that the personnel 
manager told me that he knew of no other dia- 
betics in their employ, and that he would be 
tempted to discharge any that developed if they 
had not been with the company at least five 
years. I pointed out to him that in all probability 
about 1% of his employees were diabetics any- 
way, and his reply was that that might be true, 
but if so he didn’t want to know about it. 

I cite this as an example of the lack of appre- 
ciation as to what diabetes really is. Another 
company refused diabetics because they felt that 
they could not work the various shifts in their 
turn, although possibly only 20% of their em- 
ployees were on this schedule. 

There appeared to be a tendency on the part 
of many of the companies listed in the first 
group above to consider diabetics, epileptics and 
the physically handicapped individuals in the 
same category. The companies in this group 
who retained diabetics in their employ admitted 
that the diabetics so retained turned out to be 
quite satisfactory employees, and that they felt 
they lost no more time because of their disease 
than did the average. 

In the second group—those with reservations 
in the employment of diabetics—the impression 
is that these individuals are good employees. 
They seem loath, however, in spite of this ex- 
perience to give a blanket endorsement to the 
employment of all of this group. 

The most revealing figures are from those 
plants and industries openly employing diabetics 
and who compared them in regard to their de- 
pendability as workers, their absenteeism and 
their general over-all desirability against the 
non-diabetic group. 

In a mail-order house, employing 6,000 people, 
there were 60 known cases of diabetes. These 
individuals had a better work record than the 
average in this company, and their Medical Di- 
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rector said that he “had no hesitancy whatso- 
ever,” nor did the president of the company, 
“in hiring controlled diabetics and expecting 
them carry on their activities to the satisfac- 
tion of the company.” 

The most definite figures I have been able to 
obtain were from the Philadelphia Electric Com- 
pany, a local public utlity, employing 7,000 or 
more people. DR. MacCONAGHY, the Medical Di- 
rector, has permitted me to relate his experience 
in that plant over the last 18 years. This com- 
pany for 13 of these 18 years grouped diabetics, 
epileptics and the physically handicapped in one 
group, who, while they were employed were not 
entitled to the insurance sickness and job in- 
surance benefits of the rest of the group. In 
studying carefully the 13 years’ experience in 
this group, DR. MacCONAGHY recommended to 
the president of the company that the diabetics 
employed be entitled to all of the benefits the 
other employees received. His experience over 
these 18 years has proved that the diabetics so 
employed, (and he has carefully checked 110 
of them over this time) are just as good risks 
from the standpoint of insurance and health bene- 
fits, as the rest of the group. The absenteeism 
among the diabetics has been 33% less than 
among the average of their employ. The only 
concession made to diabetics in this company is 
that they are not asked to work the “grave-yard 
shift” from 11:00 at night to 7:00 in the morn- 
ing. This is the most carefully checked group 
of diabetics that I have been able to learn of 
anywhere. 

A small insurance company, employing 350 
people, has in its employ 10 diabetics. The ab- 
senteeism of the company was one absence for 
every 53 working days, while that of the diabetic 
was one for every 102 working days. This com- 
pany conducts an annual health survey and has 
discovered several of these cases. 

A large department store in Philadelphia has 
carefully checked the known diabetics in its em- 
ploy, and the analysis of time lost indicates that 
although they have received hospital care, the 
care has been for other conditions than diabetes 
and once a patient was satisfactorily standard- 
ized, his absentee record was clear. 


D* JOSLIN some years ago made a survey re- 

garding time lost in diabetes of 653 patients 
between the ages of 20 and 65 years, and DR. R. B. 
LAWRENCE, of England, made a similar study of 
100 cases, and both came to the conclusion that 
time lost directly due to diabetes is practically 
nil or not significant. 

In carefully analyzing 250 of our own patients, 
our conclusions were the same as those of DR. 
JOSLIN and DR. LAWRENCE. These series, how- 
ever, were made on a group of well-controlled 
and carefully followed patients. 

It is interesting also that the local Blue Cross, 
while they will accept hospitalization for diabetes 
only after a subscriber has been a member for 
one year, have had relatively few hospitalizations 
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for this condition out of 1,500,000 subscribers. 
in 1948 for every 1000 subscribers protected, 
118 required hospital care of some kind and, of 
subscribers, less than one in 1,000 were hospital- 
ized for diabetes. 

It would seem from the foregoing that the dia- 
betic has proved himself a quite acceptable em- 
ployee. 


THs paper would not be complete without point- 

ing out the psychological trauma to a diabetic 
who has handled his disease satisfactorily and 
is refused work because of his diabetes, or must 
conceal the fact that he is a diabetic to obtain 
employment. We have educated our diabetics to 
believe that within their limitations they are 
perfectly norma! individuals, and that their activ- 
ities in life do not have to be restricted; and the 
psychological management of these cases, par- 
ticularly of the juvenile diabetic, is one of tre- 
mendous importance. This is a relatively small 
group of individuals, but I have had several very 
sad experiences with the juvenile diabetics who 
have been followed for quite a few years, and 
who have graduated from college with all the 
necessary intellectual qualifications and have been 
refused positions because they were diabetics. 
This resulted in the individual who had conquered 
the diabetes, developing a tremendous inferiority 
complex about life as a whole, and it took a great 
deal of effort on the part of many people to re- 
store a normal way of thinking. 

The question as to what the medical depart- 
ments of industry can do with the diabetic, it 
seems to me, is three-fold: 

First: It should be their duty to inform the 
management of the actual status of a controlled 
diabetic as an employable risk; that they should 
not hesitate to employ a diabetic within the 
limitations of his ability to work, and that no 
discrimination should be shown against him be- 
cause of his disease. 

Second: If this is an accomplished fact, the 
suggested program of DR. ROOT in the detection 
of diabetes will be of great value. However, 
until the status of the individual is established 
with the company in case diabetes is detected, 
the diabetic detection drive will lack enthusiastic 
support on the part of most of the employees. 

Third: The greatest help the medical depart- 
ment can be to the diabetic is to consult his fam- 
ily physician, and to have a record of his diet 
and insulin to establish a rapport with the pa- 
tient and the physician so that, if necessary, 
urinalyses may be made while at work, or blood 
sugar determinations made without the employee 
losing time to visit the physician’s office or 
laboratory. The importance of such close team- 
work can not be over-emphasized, in my ex- 
perience. With the employee realizing that the 
medical department is dealing with him as an 
individual and not directly representing the man- 
agement, it will make him even more cautious 
and careful in the control of his disease and 
also less hesitant to report any symptoms or con- 
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ditions that might develop which could be early 
discovered and appropriately handled. 

I am happy to say that in my experience in con- 
ducting this survey, I have been impressed with 
the earnestness of the medical departments in 
attempting to do just this, and the healthy atti- 
tude they have taken toward individuals who 
have, from time to time, developed an unusual 
amount of glycosuria or an elevation of the blood 
sugar. Their attitude has been not that of a 
truant officer, but more of a friendly and co- 
operative liaison between the patient and the 
physician. 

The industrial physician can, by his interest, 
keep the diabetic more in line and is quite 
justified in suggesting dismissal of an em- 
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ployee who fails to follow his diabetic regime. 
This is often a more powerful influence than 
the advice of the family physician. 


HAVE attempted to present to you today the dia- 

betic employee as he is viewed in the Phila- 
delphia area, and I am sure that the experiences 
of other metropolitan centers differ little from 
this; and I feel that by all the accepted standards 
the dia»etic rates an opportunity for employment 
and livelihood with only a few minor restric- 
tions on what such employment may be. In con- 
clusion one is almost tempted to suggest that the 
Fair Employment Practice Act be re-written to 
read that no one be refused work because of 
race, creed, color or diabetes. 
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YMPOSIUM on the American Worker--How Can Industrial 
S Medicine Meet His Needs? 

Moderator: CHRISTOPHER Lecco, M.D., Medical Director, Cali- 
fornia and Hawaiian Sugar Refinery, Crockett, California. 

(a) “The Viewpoint of the Personnel Administrator’’— 
Hiram S. HAL, Vice-President for Personnel, Bigelow-Sanford 
Carpet Co., New York City. 

(b) “The Viewpoint of the Sociologist’’—JoserpH LOHMAN, 
Pu.D., Department of Sociology, University of Chicago. 

(c) “The Viewpoint of the Psychiatrist’—Kari. BowMAn, 
M.D., Medical Superintendent, Langley Porter Clinic, San 
Francisco. 

(d) “The Viewpoint of the Physician in Industry’’—HENRY 
H. Kessier, M.D., Medical Director, The Kessler Institute for 
Rehabilitation, West Orange, New Jersey. 

(e) “The Viewpoint of the Union”—-Harry Reap, Executive 
Assistant to the Secretary-Treasurer, C.1.0., Washington, D.C. 

(f) “The Viewpoint of Religion’’—RicHarp L. HEeNry, Min- 
ister, Tennessee Valley Unitarian Fellowship, Knoxville. 

Discussants: J. M. KImMMicH, M.D., Medical Director, Camp- 
bell Soup Company, Camden, New Jersey. 

Leon Lewis, M.D., Associate Professor of Industrial Health, 
School of Public Health University of California, Berkeley. 


YMPOSIUM: The Specialist Looks at Everyday Medical Care 
S in Industry: 

Moderator: CHEsTerR L. SAMUELSON, M.D., Medical Director, 
Harrison Radiator Division, General Motors Corporation, Lock- 
port, New York. 

Dermatologist: E. A. Levin, M.D., San Francisco. 

Internal Medicine: 

Cardiology: B. M. OvernHo.it, M.D., Knoxville, Tennessee. 

Gastro-enterology: H. S. VANORDSTRAND, M.D., Shaker 
Heights, Ohio. 

Ophthalmologist: W. KE. Bortry. M.D., San Francisco. 

Orthopedist: H. E. Biuuie, Jr., M.D., Los Angeles. 

Psychiatrist: F. O. Dus, M.D., Oakland, California. 

Discussants: M. R. BuRNeuL, M.D., Detroit; L. CHANDLER, 
M.D., San Francisco; A. H. Wuirtaker, M.D., Detroit. 
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survey of the Factors Producing the ‘Burned-Out’ Young 
A Business Executive’—S. A. Portis, M.D., Chicago. 

Discussant: W. E. SHeparp, M.D., Metropolitan Life Insur- 
ance Co., San Francisco. 

“Statistics Can Tell the Story of Industrial Medicine”— 
Cc. C. Hurp, Pu.D., Intenational Business Machines Corp., New 
York City. 

Discussant: J. A. Rarrerty, M.D., Chief, Department of 
Biometrics, Air University School of Aviation Medicine, Ran- 
dolph Field, Texas. 


EMONSTRATION Symposium—‘‘What are the Dynamics of 
Industrial Hygiene?” 
Moderator: JaAMes H. STERNER, M.D., Associate Medical Di- 
rector, Eastman Kodak Company, Rochester, New York. 


(a) Presentation of an Unidentified Occupational Case His- 
tory—R. J. HAsTerR.tiK, M.D., Acting Director Health Service 
Division, Argonne National Laboratory, Chica7o. 

(b) Surveying the Plant —D. J. Laver, M.D., College of Medi- 
cine, University of Cincinnati. 

(c) Studying the Environment—F. E. Apb.ey, Industrial 
Hygienist, General Electric Company, Nucleonics Department, 
Richland, Washington. 

(d) Chemical Analysis—F. R. Ho_pen, Pu.D., Chief, Health 
Physics Branch, Naval Radiological Defense Laboratory, San 
Francisco. 

(e) Maximum Allowable Concentrations—H. H. Huvupson, 
M.D., Director, Industrial Hygiene Service, Department of Public 
Health, Nashville, Tennessee. 

(f) Control: Medical: R. A. Kenor, M.D., Department of 
Preventive Medicine and Industrial Health, University of Cin- 
cinnati. Environmental: B. F. PostTMAN, Industrial Hygiene 
Engineer, Employers Mutual Liability Insurance Co. 

(zg) Summary: A. G. Kammer, M.D., Graduate School of 
Medicine, University of Pittsburgh, Pittsburgh. 

Discussants: R. T. JOHNSTONE, M.D., Los Angeles. A. J. 
LANZA, M.D., New York University—Bellevue Medical Center. 


June 30, 1950 


OES the Health Officer Now Have Status ?"’"—C. N. N&uUPERT, 
M.D., Chairman, Section on Preventive and Industrial 
Medicine and Public Health, American Medical Association. 


yMPosIUM: Screening Technics for the Discovery of Chronic 
S Disease in the Adult Population. 

Moderator: HENRIETTA HERBOLSHEIMER, M.D., Medical Ad- 
ministrative Assistant, Department of Public Health, Spring- 
field, Illinois. 

Dwicut M. Bisse..t, M.D., Health Officer, San Jose, California. 

Lester BrEsLow, M.D., Chief, Chronic Disease Service, De- 
partment of Public Health, Berkeley, Californ‘a. 

C. Keitty CANELO, M.D., San Jose, California. 

Vuavo A. GETTING, M.D., Commissioner, State Department 
of Public Health, Boston. 

Discussants: L. E. BuRNey, M.D., State Health Commissioner, 
Indiana State Board of Health, Indianapolis. W. E. HALVERSON, 
M.D., Director of Public Health, San Francisco. 

“Incidence of Trichinella Infection in San Francisco, 1950°’— 
R. R. Bearp, M.D., Department of Public Health and Preventive 
Medicine, Stanford University School of Medicine. 


YMPOSIUM on Q Fever: 

S Moderator: MALcoLM H. Merritt, M.D., Deputy Director, 
Department of Public Health, San Francisco. 

R. J. Huesner, M.D., Laboratory of Infectious Diseases, 
Bethesda, Maryland. 

E. H. Lennette, M.D., Chief, Viral and Rickettsial Disease 
Laboratory, Berkeley, California. 

H. G. Stroener, Sr., Assistant Veterinarian, Rocky Mountain 
Laboratory, Hamilton, Montana. 

Discussants: M. DorotHy Beck, Bureau of Communicable 
Diseases, Berkeley, California. Acceptance pending (Mr. Hart- 
WELL WELSH, Entomologist, Viral and Rickettsial Disease Lab- 
oratory, Berkeley, California. 
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Role of the Medical Department in the Management 
of Accident Cases Involving Diabetics 





JOHN A. REED, M.D., 
Secretary, American Diabetes Association, 
School of Medicine, George Washington University, 
Washington, D. C. 


bie MATERIAL and the case records which 
constitute the premise for the discussion of 
the title assigned to me are not the result of 
experiences in industrial medicine but are taken 
from my association with a somewhat different 
group of individuals. The experiences might 
well be transposed, however, because of major 
similarities to industrial problems. I am the 
chairman of a board of nine physicians and 
surgeons whose duties are the care of the medi- 
cal and surgical conditions arising in 3,000 per- 
sons in the city of Washington. These 3,000 
persons are the Metropolitan Policemen of the 
nation’s capital, members of the Fire Depart- 
ment of the District of Columbia, the so-called 
Park Policemen of the National Parks in and 
about Washington, D. C., and the White House 
Policemen. 

Several difficult individual problems involv- 
ing diabetes came under our observation in 
the last two years which prompted action in 
keeping with the concept evolved from the 
American Diabetes Association and the good 
practice of preventive medicine, namely, a sur- 
vey of the men under our care as to the presence 
or absence of diabetes. 

Let me give you briefly the organizational and 
administration set-up of the medical department 
which provides care for these persons. Under 
an Act of Congress there are provisions made 
for this group to receive medical and surgical 
care for all diseases and injuries whether or not 
they are the result of the performance of their 
duty. Hence, a group of physicians is chosen to 
render this care. Further provision is made that 
the care is voluntary on the part of the individ- 
ual, as he can elect to seek medical and surgical 
care from physicians outside of those assigned 
by the District of Columbia government. Suffice 
it to say that 95%, as has been determined by 
a recent survey, are given medical and surgical 
care under this group of physicians. These men 
receive treatment in an ambulatory clinic, in 
their homes, or in hospitals. Hospitalization is 
provided for by public funds only in the event 
the illness or surgical situation is considered the 
direct result of the performance of duty. Am- 
bulatory clinic care and home care are provided 
regardless of the causative factors. All but one 
of the physicians caring for these persons have 
teaching appointments in one of the two local 
medical schools, and all are on the visiting staffs 
of one or more hospitals in the nation’s capital. 
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The ambulatory clinic is a complete one. It has 
a comprehensive laboratory and all other facili- 
ties for diagnosis and treatment. 

These persons coming under our care are 
subject to occupational trauma and injury more 
or less specific to their particular occupation. 
The hazards are fairly great, and they are sub- 
ject also to exposures of weather. I can give no 
comparison between this particular occupation 
and others but the over-all sick record, including 
accidents, injuries and sickness, is approximately 
13.7 days per year per man. This is relatively 
high compared with the sick record of the aver- 
age government employee, but when an accurate 
analysis is made of this record one will see that 
it does not particularly compare unfavorably 
with the sedentary occupation of the usual gov- 
ernment employee. A few years ago the average 
sick record for the sedentary government em- 
ployee was approximately 7.5 days per year per 
employee in many of the government depart- 
ments, with a low record in one small division 
of one of the departments of 2.8 days per in- 
dividual. The record of the personnel of the 
departments under our care when further ana- 
lyzed is good. 

The personnel of these departments is allowed 
30 days sick leave annually, with pay, by Act 
of Congress, regardless of causative factors, 
whether considered a direct result of the per- 
formance of duty or not. When illness extends 
beyond the allowed 30 days and the condition 
is adjudged the direct result of the performance 
of duty, indefinite sick leave is permitted, with 
pay, and such adjudication is dependent entirely 
upon the physician in charge of the case. Hence, 
an individual, let us say, who has a gun-shot 
wound of the chest with a subsequent hemo- 
thorax may take several months or longer be- 
fore he is back on the job. I remember one 
who had a fracture of the humerus with difficulty 
in uniting of the fragments and was off duty 
some 18 months. All this accrues to the sick 
record. Let us now look at a few statistics of 
the over-all annual sick record in order to evalu- 
ate the importance of preventive procedures. 
During the year 1948 the following data were 


computed: 
Cardiovascular disease 1887 sick days. 
Fractures 1763 sick days. 
Gastro-intestinal disorders 4715 sick days. 


Joint, bone, and muscle diseases 6902 sick days. 

Respiratory diseases 13072 sick days. 

Twenty-five per cent only of the total allowed 
sick leave by regulation was used; average 7.5 
per man. 
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Let me give you an example of a preventive 
program that was instituted some three or four 
years ago that not only has reduced the annual 
loss of time by 50% in this particular field but 
has also served the purpose of making a happier 
and more comfortable employee. About five 
years ago our otolaryngologist was replaced by 
a new physician. This new man was particu- 
larly interested in allergies and instituted a pre- 
ventive program against them, especially sea- 
sonal asthma and similar conditions. I do not 
have the exact figures, but just before I left 
to meet with you here I discussed this matter 
with the physician in charge of this department 
and he stated that the last time he had made 
an analysis and compared sick leave records there 
was approximately 50% reduction in the total 
loss of days from such conditions. 

Any preventive health program should en- 
compass probably three aspects at least: first, 
the maintenance of health and the prolongation 
of life; second, economic reward—economic re- 
ward to the individual in the sense of greater 
productivity; and finally, at least some feeling 
of psychological well being in the mere main- 
tainance of health. 

In dealing with the emergency medical and 
surgical conditicns from time to time in our 
work, problems have arisen where diabetes has 
injected new and more difficult situations with 
which to cope. Because of this aspect of the 
management of emergency situations, a preven- 
tive program through a diabetes detection study 
in these branches of the public service with 
which I have been connected has been instituted. 

I would like to cite by way of example a few 
of the problems that arise in emergency medical 
and surgical situations that need extra atten- 
tion over and above the immediate emergency 
situation where diabetes has complicated the 
picture. 

Before I do this, let me discuss the problem 
of trauma in diabetes in general. As an etioiogi- 
cal agent in the production of diabetes, I feel 
that it is impossible to attribute to trauma the 
role of a causative agent. In the available litera- 
ture there have been cited situations that have 
led one to believe that trauma might have been 
a dircet etiological factor in the production of 
diabetes, but generally this is not accepted. Cer- 
tainly there is accumulative evidence to show 
that trauma indirectly can at least aggravate an 
already present diabetic situation, and even pos- 
sibly bring to light latent diabetes in an in- 
dividual otherwise possibly hereditarily pre- 
disposed to the condition. There is however no 
particular permanency to the increased severity 
of diabetes, and it is probably a momentary or 
temporary situation, but it is these various 
periods of temporary increase in severity that 
give rise to considerable tension on the part of 
both the physician and the individual concerned. 

Trauma also has entered into the problem ot 
diabetes in many legal aspects, and it is to this 
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end that the presence or absence of diabetes 
in those under one’s care from an industrial 
standpoint may have considerable importance in 
certain instances. This is true, certainly, in 
positions where compensation from disability 
is to be considered. 

The presence of diabetes in accident cases 
may have quite a bearing, often times from 
other legal aspects. It is a well recognized con- 
cept that many of the diabetics are discovered 
and brought to light through the examination 
of a specialist such as the ophthalmologist. Many 
patients are referred to the private physician 
or to the family doctor or to one who is more or 
less engaged in diabetic work through the opth- 
thalmologist. The ophthalmologist cannot al- 
ways be specific and make a definite diagnosis of 
diabetes, but only that there may be a suspicion 
of it, or, through his ophthalmological examina- 
tions, he can definitely state that there is some 
existing chronic systemic disease. Many are the 
patients I have received in my private work 
through the office of the ophthalmologist. This 
brings us to the point where accidents have 
not infrequently occurred as a result of poor 
vision secondarily due to the presence of dia- 
betes which may even be in an undiscovered 
and pre-clinical state, or at least in the phase 
where the usual characteristic symptomatology 
of diabetes has not become evident to the in- 
dividual. One can readily understand this when 
an example is cited such as one of our firemen 
who, while he was engaged in his work of fighting 
a fire and establishing a ladder against a brick 
wall, had the ladder dropped on the toe of his 
foot. Within a very short time this toe became 
inflamed, red, dark and showed evidence of early 
gangrenous changes. Further and more ex- 
haustive examination revealed that there was 
considerable sugar in the urine, and the man 
had a blood sugar well over 200. In other words 
there was an established diabetes without pre- 
existing symptoms of the usual characteristic 
textbook picture. The individual then had gan- 
grene due to trauma, superimposed upon a dia- 
betic condition. At a later date the arteries of 
his lower extremities were further examined by 
roentgenological studies and found to have con- 
siderable sclerotic changes present. This oc- 
curred in a relatively young man of 45. 


HE ROLE of the Medical Department in indus- 

try in the management of accident cases 
where diabetes is known to exist differs little 
if any from the role of the medical approach 
to the known diabetic in any accident. 

The cases might well be divided generally 
into those receiving ambulatory treatment and 
those requiring hospitalization. In any event, 
unless vomiting occurs, or unless secondary in- 
fection prevails, the management of the exist- 
ing diabetes should be the same as prior to the 
accident, provided of course, the management 
is such as to bring about control. There should 





ne ant elt MEAS 


A na mtn cha es 








RN 9 RL Ret CRs 














VoL. 19, No. 6 





be no interruption in the management of the 
diabetic, certainly no interruption in the intake 
of the carbohydrate content of his food or in- 
sulin, if insulin has been used. It is a fairly 
well accepted fact that in trauma diabetes at 
times is aggravated and this may require ad- 
ditional insulin or even a change in the kind of 
insulin. Let me give you an example. 

One of our policemen, on the morning of 
September 15, 1948, at 7:00 A.M., had an acci- 
dent involving the police car he was driving. 
He was a known diabetic taking 20 units of 
regular insulin morning and night. On admis- 
sion to the hospital he was in an unconscious 
state. X-ray studies disclosed the collapse of 
the right lung with a complete fracture through 
the shaft of the sixth posterior rib. This frac- 
ture had evidently punctured the right lung, 
with air in the soft tissue of the axilla extending 
upward toward the neck. There was also a frac- 
ture of the 4th, 5th and 6th left posterior ribs 
approximately two inches from the spinal at- 
tachment. There was no fracture of the spine. 
There was a fracture of the scapula which 
showed no comminution. No fracture of the 
skull was revealed. The CO, combining power 
on admission was 41 volumes per cent and the 
blood sugar was 239. There was 4 plus acetone 
in the urine, the entire first day. Because of the 
presence of acidosis and because of the un- 
conscious state, glucose and insulin were ad- 
ministered, the former given intravenously. In 
the course of 24 hours he had received nearly 
100 units of regular insulin at varying intervals 
throughout this period. On the following day 
consciousness had been regained and he was 
placed on his usual diabetic regime, but instead 
of the 20 units of regular insulin he required 
approximately 25 units of globin insulin twice 
a day to keep his diabetes in a reasonably good 
state. Aside from the fractures mentioned, he 
had a hemothorax. He remained in the hospital 
from the September 15 until October 17. This 
is an example of injury aggravating an already 
known diabetes, which eventually leveled off to 
the pre-accident state. 

In the presence of infection diabetes always 
becomes more severe. This increase in severity 
in turn requires closer supervision with un- 
doubtedly larger doses of insulin. These fac- 
tors must always be borne in mind. Then again, 
in injuries of the distal extremities where there 
is possibility of infection or gangrene, careful 
control of diabetes is absolutely essential and 
possibly hospitalization care would be the ideal. 
In those accident cases where sufficient injury 
has been brought about to require hospitaliza- 
tion not infrequently individuals are unable to 
take their full prescribed diet. In this event, 
of course, the carbohydrate content of the diet 
should be given either in liquid form by mouth 
or, if necessary, intravenous feedings of glucose 
with probably the institution of rapid-acting 
insulin to burn up the readily available glucose. 


INDUSTRIAL MEDICINE anp SURGERY 





Page 277 


Today, as most of you know, the prolonged- 
acting insulins or combinations of the prolonged- 
acting insulins and the rapid-acting insulins are 
used almost to the exclusion of the rapid-acting 
insulins, and where we substitute in hospitalized 
cases intravenous glucose for the carbohydrate 
content of the diet, rapid-acting insulin is to 
be used only. 


IN ALL accident cases the ideal management of 

diabetes is complete control. This tends to as- 
sist in the repair of the injured tissue. As 
I mentioned before, infection is quite common as 
a secondary factor in injuries and accident cases 
and in the presence of infection, even in the 
heretofore well controlled diabetic, the blood 
sugar rises rapidly and to considerable heights 
and more insulin is necessary to maintain good 
control. As the infection subsides it is necessary, 
therefore, to reduce the insulin, as insulin re- 
actions would undoubtedly occur if the same 
increased dosage were maintained. This requires 
rather constant attention and application on 
the part of the attending physician, and re- 
peated blood sugars to my mind are the best 
guide, even more so than fractional urinalyses. 
They give a truer picture of the happenings in 
the metabolic performances of the individual. I 
would feel that in the known severe diabetic, 
regardless of the degree of accident, hospitali- 
zation would be warranted in practically every 
case in view of the many unforeseen possibilities 
attendant upon accident and injured cases. It 
has been my experience in the management of 
diabetics in private practice as well as in my 
work with the Police and Fire Department that 
accident cases do very much better under close 
supervision in the hospital ward than in an 
ambulatory clinic or under home care. Many 
problems are avoided and overcome when they 
do arise. 


L®* ME be a little more specific now relative 

to the role of the medical department in acci- 
dent cases where diabetes is not known to exist. 
I would give you a very few simple rules to keep 
in mind. 

1. Suspect and determine the presence or ab- 
sence of diabetes in every accident case. The 
simplest and easiest procedure is to do an im- 
mediate urinalysis, and if positive of course do 
a blood sugar determination. 

2. In every head injury, especially where un- 
consciousness or semi-consciousness is evident, 
a blood sugar determination should be done im- 
mediately and if at all possible a carbon dioxide 
combining power. If facilities are not available 
for the determination of the carbon dioxide com- 
bining power a simple test of the urine for the 
determination of acetone bodies is readily and 
easily available to any medical group. 

3. In any accident case where convalescence 
is prolonged beyond the expected time the pres- 
ence or absence of diabetes should be determined. 
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(If No. 1 is followed, No. 3 becomes unnecessary. ) 

4. In all injuries to the lower extremities 
the presence or absence of diabetes should be 
immediately determined, and if facilities are 
available roentgenological studies of the arterial 
vascular bed should be made to determine the 
presence or absence of sclerotic changes in the 
vessels. ; 

5. In all cases where visual acuity seemingly 
is impaired, and possibly a background for in- 
efficiency or the possible cause of accidents, 
ophthalmological studies of the eye grounds 
should be undertaken and further determination 
should be made as to the presence or absence 
of diabetes. 

6. In all cases involving symptoms not or- 
dinarily thought of as those pertaining to 
the presence of diabetes, such as_ tiredness, 
cramps in the legs, visual disturbances and rapid 
loss of weight without apparent cause, diabetes 
should be considered. 

Several case records will serve to impress the 
importance of the consideration of the presence 
of diabetes where classical symptomatology is 
lacking. 

One of our firemen had injured his back 
several years prior to the onset of the symptom of 
cramps in the legs. A tentative diagnosis was 
made by the orthopedic specialist of possible 
nucleus polyposis and on further consideration 
diabetes was diagnosed. With the adjustment 
and leveling off of blood sugar the cramps in 
the legs disappeared. A police officer of 23 years 
service was assigned to a post guarding some 
valuable materials in a warehouse. He was per- 
mitted to sit down on the job and, on routine 
night-rounds by the night inspector, was found 
to be sound asleep. He appeared to be in a stu- 
porous condition and there were evidences that 
he had been sick and vomited and it was thought 
he was under the influence of alcohol. Attempts 
to arouse him proved futile and he was immedi- 
ately sent to a hospital, where diabetic acidosis 
and diabetes were discovered, unknown to the 
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individual although at a later time he did reveal 
that he had been passing large quantities of 
urine and had had considerable thirst in the 
past month or two but did not consult the phy- 
sicians in view of the fact it was hot weather 
and he felt this was the reason. Here was a 
diabetic, obese, vomiting, and finally in a semi- 
comatose state of diabetic acidosis. 

One of our policemen received a very low 
efficiency rating and consulted the medical de- 
partment regarding his general condition. He 
knew that he had not been up to par in his work 
and his only complaint, as he put it, was “a 
general run down condition.” When held down 
specifically as to the interpretation of this ex- 
pression he said that he tired out very easily 
and felt weak. Routine examination of the urine 
revealed 4 plus sugar and a blood sugar of nearly 
300. The only other feature about the case that 
pointed to diabetes was the fact that he had 
lost some 15 pounds in weight in the past three 
months. 

Examples of this sort induced us to run a 
diabetic survey, and I would like to close my 
report by giving you briefly our findings to 
date. The complete study is not yet finished but 
we have examined 2637 specimens of urine; 488, 
or 18%, of the total number were found either 
to have a faint trace or up to 4 plus in the urine. 
On all these individuals fasting blood sugar de- 
terminations were made. Of the 488, we have 
completed 269 blood sugar determinations, and 
89 of these have had a blood sugar level of 135 
in the fasting state, or 3%. It is interesting to 
note that of the total 89 with a fasting blood 
sugar over 135, 76, or 85°, were over their 
ideal calculated weight. 


N SUMMARY I would say that the medical de- 
partment of any group has a certain responsi- 
bility in regard to the care of the individuals, 
and a study to determine the presence or ab- 
sence of diabetes certainly would have great 
value. 
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Investment Per Job 


5 National Industrial Conference Board has from time to time published data 
on the investment per job in manufacturing. Figures for 1946 are as follows: 
Chemicals and Allied Products, $24,515; Food, Liquor and Tobacco, $10,364; Printing 
and Publishing, $7,387; Paper, Pulp and Products, $7,094; Metal Products and Pro- 
cesses, $6,736; Rubber Products, $6,603; Stone, Clay and Glass Products, $5,110; Tex- 
tiles, Apparel and Products, $3,409; Lumber and Wood Products, $3,169; Leather and 
Its Products, $2,940; Miscellaneous Manufacturing, $7,094; Total Manufacturing, $7,113. 
The average investment per job in this group is over $7,000. These figures, of course, 
are based on historical costs and most of the investments were made when equipment 
‘ and construction costs were much lower than they are today. If we allow for increase 
in replacement costs, it is a fair estimate that the cost is now at least $10,000 per job. 
In electric utilities investment per job is about $60,000. In railroads it runs to over 
$20,000 per worker. In petroleum, steel and many others the figures are substantially 
above the average indicated. It is the current, not the historical, cost of investment 
which governs the requirement for capital resources to make new jobs. 
—From “Investment for Jobs," Chamber of Commerce of the United States. 








ase 





The Diabetic in Industry and His Employer 
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| pree in industry is not a major problem, 
although the number of diabetics in the 
labor market, particularly at the younger ages, 
has been growing. This reflects in great part the 
increased longevity of the diabetic. Thanks to 
insulin, diabetic children now grow up and are 
able to take their places in society. The adult 
diabetic not only lives longer, but is in better 
physical shape to take a job today than the 
diabetic of 20 years ago. It is a fact, too, that 
with the increase in medical service of all types, 
including pre-employment and industrial medical 
examinations, more cases are being discovered 
than ever before. The possibility of continued 
extension of such services is likely to add further 
to the numbers of known diabetics. Fortunately, 
cases so discovered are generally in the early 
stage of the disease when prompt and aggressive 
treatment can be especially effective. 

We do not have exact figures on the annual 
incidence of new cases or of the prevalence of 
diabetes. But such data as we have clearly indi- 
cate that the problem of diabetes in industry 
stems not from the applicant for employment, 
but from the employee who has been in service 
for a long period. Diabetes in young people 
is quite rare.! The greater part of the diabetic 
population today consists of women and older 
people who are not in the labor force. Less than 
1% of the working population are known dia- 
betics, and of these, at least two thirds are past 
45 years of age. The rate of occurrence of new 
cases in the working population is actually so low 
—less than 1 per 1,000 annually—that only very 
large plants or industrial groups would have 
more than a few employees develop diabetes with- 
in a particular year. 

Another set of facts which have a bearing on 
our subject is the great improvement that has 
taken place in the prognosis of diabetes at every 
age. Thus, while the long-term trend of the 
death rate from diabetes in the population has 
been upward until comparatively recent years, 
this is accounted for largely by the increase in 
the number of deaths among older persons, and 
particularly women.? The picture at the working 
ages of life is decidedly different. A comparison 
of the death rates from diabetes among white 
male industrial policyholders of the Metropolitan 
Life Insurance Company in 1920-1922, just be- 
fore insulin came into use, with the figures for 
1946-1948, shows a reduction of 65% at ages 
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25 to 34; of 40% at ages 35 to 44; of 22% at 
ages 45 to 54; and of 11% at ages 55 to 64. 

The improvement in the outlook for diabetics 
is brought out even more clearly by the extra- 
ordinarily good clinical records of diabetic pa- 
tients kept by DR. JOSLIN and his colleagues at 
the George F. Baker Clinic in Boston. We in 
the Metropolitan have worked with that group 
now for 20 years, and, from the material col- 
lected, have been able to measure not only the 
improvement in mortality among diabetics, but, 
on the basis of these mortality rates, to show 
how the expectation of life has gone up.?* While 
the figures cannot be taken as representative of 
the entire diabetic population, they show what 
the general trend has been. 

The analysis of these records of diabetic pa- 
tients of the George F. Baker Clinic shows large 
and uninterrupted reductions in the death rates 
in successive periods over the 50 odd years cov- 
ered by the experience. The improvement has 
been most rapid since insulin came into use, and 
has been greatest among children and young 
adults. For example, in the period 1914-1922, 
the annual death rate among patients at age 20 
was more than 400 per 1,000; in other words, 
two out of every five patients in this age group 
died during the year. Immediately following the 
introduction of insulin therapy, this death rate 
was cut nearly 80%, and has since been reduced 
still further. In recent years the death rate has 
been of the order of 10 per 1,000 per annum, or 
more than 95% below the pre-insulin figure. At 
age 40, the death rate in recent years shows a 
reduction of over 90% from the pre-insulin level. 
If we examine the facts on the expectation of 
life, we find that at age 30, for example, the 
expectation has increased from six years under 
the conditions prevailing before insulin came into 
use, to 30 years under present conditions. Even 
at age 50, the expectation of life today is six 
years greater than in the pre-insulin period. 

The facts on the causes of death of diabetics 
in successive periods of treatment further high- 
light the profound improvement in the outlook 
for diabetics. Among the patients of the George 
F. Baker Clinic, few diabetics have died in recent 
years of the typical complications of pre-insulin 
days. The death rate from diabetic coma has 
been .cut 99%. The death rate from diabetic 
gangrene is down almost two-thirds from the 
pre-insulin level, even though the average dura- 
tion of the disease in diabetics of recent years 
is so much greater than it was in the pre-insulin 
days. Furthermore, the outlook in this respect 
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has improved very greatly in recent years. The 
radical surgery that was the rule a decade or 
more ago is employed much less frequently today. 
Thus, it is less likely today than before that a 
diabetic worker will experience a major amputa- 
tion for diabetic gangrene. The death rates 
from pneumonia and tuberculosis have also been 
radically reduced—80% and 90% respectively. 
from the pre-insulin levels. 

Of particular interest from the industrial 
standpoint is the accident record. Actually, 
deaths from accidents have always been a rela- 
tively small part of the total mortality among 
diabetics. The recent experience of the George 
F. Baker Clinic shows that of 2,299 deaths re- 
ported from 1944 to April, 1949, only 44, or 1.9%, 
were ascribed to accidental causes. At the work- 
ing ages the experience is actually better. Thus, 
during 1939-1947 accidents accounted for only 
1% of the deaths among patients between ages 
15 and 65 at first observation. The death rate 
from accidents has not increased even though 
diabetics are living longer and their exposure to 
accidents is greater as a result of their increased 
activity. 


ET US consider next the available facts on the 
working record of diabetics. Actually there 
is little statistical information on the subject. In 
the various studies that have been made on the 
potentialities of handicapped workers, little at- 
tention has been paid to diabetics, and one might 
almost say that the dearth of material on the 
subject is a good indication that they were as- 
sumed to have virtually normal working capacity. 
We can quickly review then the data collected 
on the subject here and abroad. We should warn 
you that we cannot give you an absolute measure 
of the absenteeism experience of diabetics as 
compared with non-diabetics. Any of you who 
have had contact with morbidity statistics know 
their deficiencies and pitfalls. The reasons for 
variation in sickness rates are legion. Conse- 
quently, to make any hard and fast comparisons 
along these lines would be dangerous. We would 
stress the point, too, that one should not be 
hypercritical. In considering the working records 
of diabetics or other handicapped groups, the 
main concern is that these workers perform 
their duties well and are on the job with a reason- 
able degree of regularity, and not that they con- 
form to some theoretical average. There is plenty 
of variation in absenteeism among entirely 
healthy people. 

The first important contribution to the study 
of the working capacity of diabetics was made 
about 10 years ago by LAWRENCE and MADDERS 
in England.* Their study was based upon inter- 
views of 100 employed diabetics attending the 
clinic of the Diabetic Department of Kings Col- 
lege Hospital, London. A wide variety of occu- 
pations was represented in the group. The 
average period of employment was five years. 
Seventy-five of these workers were men and 25 
women. Their ages ranged from 14 to 65, but 
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73% were under 40. Five out of every six cases 
used insulin. Of the 100 patients, 39 had lost 
time only at the onset or diagnosis of the disease. 
Only 23 reported losing time on account of the 
disease after the initial period of treatment. 

Quite another type of study, also made about 
10 years ago, was based on interviews by DR. JOs- 
LIN and his colleagues at the George F. Baker 
Clinic. They questioned 653 consecutive pa- 
tients between the ages of 20 and 65 who re- 
turned for treatment or check-up during late 
1938 and early 1939. This study attempted 
merely to elicit a general picture, but, even so, 
it indicates the high degree of working capacity 
among diabetics. Of the men in the group, 63% 
reported themselves as able to work full time, 
and 27% approximately two-thirds of the time. 
Only 5% were completely disabled at the time 
of the interview. 


THE most adequate study of the work record 

of diabetics made thus far was part of an ex- 
tensive study of the performance of physically 
impaired workers in manufacturing industries,® 
which was conducted in 109 different plants 
during 1946-1947. Interestingly enough, the in- 
vestigation of diabetics was begun only after 
the study was under way so that data for dia- 
betics in the first 10 plants of the entire group 
studied were not included. The data on this 
study were collected by field workers of the De- 
partment of Labor. The records covered from six 
to 18 months, but in most plants, a period of a 
year. A condition of the study was that the em- 
ployer have at least 20 impaired workers of all 
types. The method used in this study was to 
match each impaired worker in a specific cate- 
gory of the handicapped with one to three un- 
impaired workers. In making up each control 
group, such factors were taken into consideration 
as sex, age, incentives, hazards, shift, experience, 
etc. The number of diabetics included in the 
study was 144, and there were 244 workers in 
the matched control group. The 144 diabetic 
workers represented 15 of the 19 major indus- 
trial groups and 45 of the 99 plants in the entire 
study. The range and variety of skill required 
by the jobs held by the diabetics was very broad. 
Since the average age of the diabetics was rela- 
tively high, however, the percentage of skilled 
and experienced workers was large as compared 
with other handicapped groups. 

On the whole, these diabetic workers made a 
creditable showing, although not as good as re- 
ported for the control group. The total absen- 
teeism rate among diabetics was 4.4 per 100 
scheduled work days, as compared with 3.1 in 
the unimpaired control group. The rate in the 
diabetic group is higher but is not excessive. 
It is noteworthy that 23.5% of the diabetic 
workers had no absences as against 26.3% of the 
non-diabetic workers, and the proportion of in- 
dividuals with absence rates up to two per 100 
scheduled work days was identical in the diabetic 
and control groups. The difference between the 
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two groups was accounted for by a very few 
diabetics with high absenteeism rates. 

The accident experience of the diabetic workers 
was likewise fairly satisfactory. The frequency 
rate for non-disabling injuries was 7.8 per 
10,000 exposure hours among diabetics as com- 
pared with 7.4 in the control group. Fifty-one 
percent of the diabetic workers had no injuries 
of this kind as against 56.5% in the control 
group. In general, the types of injuries were 
quite similar in the two groups, with cuts and 
abrasions predominating. As noted in the pub- 
lished report of this study, there is a possibility 
that diabetic workers would be more conscien- 
tious in reporting even minor injuries for im- 
mediate treatment because of their knowledge 
of the danger of infection, and this factor would, 
of course, influence the reported rates. 

The disabling injury rate was also somewhat 
higher in the diabetics than in the control group 
—15.6 and 12.9 million exposure hours respec- 
tively, and the time lost per 100 working days 
was 0.11 and 0.07 respectively. The time lost for 
disabling injuries was thus less than 3% of the 
total time lost. These figures, however, repre- 
sent such few actual cases of disabling injury 
that no great significance can be attached to 
them. 

The last set of figures relates to the experience 
among our active working force in the Home 
Office of the Metropolitan Life Insurance Com- 
pany in New York City. A recent survey of 
company records shows 92 known diabetics em- 
ployed at the Home Office of whom 89 are at 
work. There are three diabetics on permanent 
disability, but in one case diabetes is not the 
cause of the disability. In our study we have 
included not only the clerical workers, but also 
those on our maintenance staff. The 18 active 
cases in the latter group are engaged in a variety 
of occupations comparable to those in industrial 
employment. The age composition of our dia- 
betic group illustrates clearly that the problem 
of diabetes in industry is concentrated in the 
middle and later age groups. The age at onset 
was 40 or over in two-thirds of the cases and 
averaged 44 years. With regard to the present 
age, the range is from 27 to 68 years, but 85% 
are 40 and over, and the average is close to 50 
years. Approximately two-thirds of the cases are 
males. This proportion is slightly higher for 
the maintenance than for the clerical staff. The 
preponderance of males reflects the higher aver- 
age age of the men in our employ. As is general- 
ly known, the great bulk of the company’s clerical 
staff consists of young women. 

These diabetic employees are valuable people. 
Their length of service at onset of their disease 
averaged nearly 18 years, and their total length 
of service to date, nearly 24 years. Thus, they 
average six years of service since the discovery 
of their disease, or approximately one fourth of 
the total period of service with the company. 

For reasons indicated earlier, we have not 
attempted to measure the attendance record of 
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these workers against the general company aver- 
age. We have, however, judged the attendance 
records of these individuals on the basis of fre- 
quency and duration of absences during the 20- 
month period from January, 1948, to September, 
1949. On this basis, we have classified the in- 
dividual’s absence record as Excellent, Average, 
Fair, or Poor. The record was judged to be 
excellent in 40% of the cases, and average in 
19%. Thus, in three out of five cases the record 
was satisfactory. Only 15%, or about one in 
seven cases, had relatively unsatisfactory records. 
The maintenance workers showed up slightly bet- 
ter than the clerical workers. On the whole, the 
record of the men was better than that of the 
women, largely because of the more frequent 
short absences among the women. Cases classi- 
fied as having poor attendance records, however, 
were found in approximately equal proportions 
among the men and the women. With regard to 
age, the experience among the older diabetic 
employees was relatively more satisfactory than 
among the younger. This is not unexpected in 
view of the fact that the disease tends to be 
relatively mild at the middle and older ages. 

The major credit for the good record of our 
diabetic employees belongs to the workers them- 
selves. It has been accomplished without a com- 
prehensive program of supervision by the Medi- 
cal Division of the company. Our medical people 
have considered such a program to be unneces- 
sary. Diabetic employees who wanted to have 
their own physicians take complete responsibility 
for their treatment have been left alone. Others 
who wanted to consult our staff physicians have 
been encouraged to do so. Diabetic employees 
who take insulin may have their injections given 
in the Medical Division in accordance with their 
wishes or at the request of their physicians. 
The services of our medical laboratories are 
available to them. We may note that the com- 
pany serves lunches to all Home Office employees, 
and for diabetics and others on special diets, 
specially prepared meals are available. 

This relatively informal type of program, 
under which the company offers services in 
amount and in degree consistent with the em- 
ployer-employee relationship and which the em- 
ployee can use according to his needs or desires, 
has served well. The diabetic employees know 
what the company can and is willing to do for 
them, but there is no attempt to urge any service 
on them. Nevertheless, the judgment of the com- 
pany’s physicians is that they get reasonably 
good cooperation from the diabetic employees, 
and this is reflected in the results we have de- 
scribed. 


T° SUM UP, these studies indicate that the work 

record of diabetics in industry is satisfactory. 
The great majority of those who are under rea- 
sonably good medical care can carry on their 
jobs as well as non-diabetics, and as well as they 
did before the onset of the disease. We do not 
claim that they are better than the unimpaired 
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workers, nor that they are exceptionally intelli- 
gent people who deserve extra consideration. 
But they do well enough to warrant their con- 
tinued employment without restriction, except 
in very few jobs. Naturally, a shift from one 
job to another sometimes is advisable because of 
change in the diabetic’s physical condition, but 
this is true of workers generally. The guiding 
principle is that a diabetic should not be in a 
position where, experiencing a reaction or any 
other diabetic emergency, he might endanger 
the lives of others as well as his own. This 
still leaves a very wide range of jobs in in- 
dustry where there need be no concern regarding 
the employment of diabetics. 

Yet, even today the diabetic too often has diffi- 
culty getting or holding a job when the presence 
of the disease is acknowledged or discovered on 
medical examination. There are several reasons 
for this. The publicity given to the increasing 
Geath rates from diabetes may be partly to blame. 
In some instances the attitude of management is 
colored by unfavorable experience with an ex- 
ceptional case or by the impression, persisting 
from earlier days, that infections in diabetics 
were frequent and severe and that the risk of 
accidents was high. The accident problem in- 
volves not only compensation benefits, but also 
the possibility that an accident might be judged 
legally to have caused the diabetes. There is no 
denying that occasionally there are real problems. 
But they no longer have the importance they once 
had, and in these days should not stand in the 
way of a more liberal attitude on the part of 
management with regard to the employment of 
diabetics. 

There is much that the employer and the in- 
dustrial physician can do for the diabetic worker. 
We recommend no specific program because this 
will vary from place to place and from plant to 
plant. Most important is a favorable attitude 
to the diabetic worker and consistent encourage- 
ment to him to obtain good medical supervision 
and stay with it. If the circumstances in a par- 
ticular plant or area are such that it is desir- 
able for the industrial physician to render this 
service, it should be provided. 

The diabetic employee should be encouraged 
to learn the facts about his disease. The indus- 
trial physician can promote the education of 
diabetic patients, and in some instances might 
even organize small: informal classes for the 
few diabetics within the plant. Today we no 
longer need to prove that knowledge of his 
disease pays the diabetic. It gives him a better 
understanding of his condition and enables him 
to cooperate more intelligently with his phy- 
sician. This is conducive to better health and 
greater vitality. The diabetic needs to know how 
to avoid coma or insulin reactions, and what to 
do if either impends. He should know and prac- 
tice the rules of good foot hygiene. 

It is also of mutual advantage to the diabetic 
worker and his employer if the worker is en- 
couraged to let his fellow workers know that he 
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is a diabetic. This facilitates immediate atten- 
tion and treatment on the rare occasions of a 
diabetic emergency such as insulin reaction or 
coma. The diabetic worker should also be en- 
couraged to get prompt treatment for injuries 
in order to avoid the danger of serious infection. 

Another way in which the employer and in- 
dustrial physician can aid is in the early dis- 
covery of diabetes. This may be accomplished by 
routine laboratory tests at the annual physical 
examination, by a mass testing program, or both. 
In this connection, we would emphasize again 
the point that the major problem of the diabetic 
in industry is the man who is already on the 
job and not the man who is applying for a job. 
Cooperation of industry in mass testing pro- 
grams during Diabetes Week, which has been 
inaugurated as an annual affair by the American 
Diabetes Association, can do much to put over 
community efforts to discover early diabetes 
and bring it under treatment promptly. 

For the employer, encouragement of and co- 
operation with the diabetic employee brings many 
advantages. Fair or even generous treatment of 
the employee with a handicap fosters good indus- 
trial relations. Helping diabetic workers gener- 
ally means retaining for many years the services 
of experienced and loyal people. It means less 
loss of time for illnesses and less likelihood of 
serious accidents. On the other hand, an un- 
favorable attitude toward employment of dia- 
betics is detrimental both to employer and 
worker. It leads to the concealment of the dis- 
ease and that may bring harm to the diabetic 
and sometimes to his fellow workers. It creates 
an atmosphere of discouragement and discon- 
tent among diabetics who can perform useful and 
productive work. It adds to the number who are 
a burden to themselves and their families. It 
adds to the number receiving unemployment or 
relief benefits, the costs of which are borne to 
a great extent by industry. It gives point to the 
claim that industry is interested in profits only 
and not in the welfare of the workers. 


N CONCLUSION, employers today have the oppor- 
tunity to enable diabetics and other competent 
handicapped persons to earn a living and thereby 
to support themselves and maintain their self 
respect. This is in keeping with the ideals of 
our democratic society in which all who can con- 
tribute to the common welfare deserve a chance 
to do so. 
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The Diabetic in Employment 


ALLAN F. FOWLER, M.D., 
Department of Metabolism and Toxicology, 
The Montreal General Hospital, 
Montreal, Quebec 


HAVE been asked to discuss the problem of 

“The Diabetic in Industry.” I wish to thank 
you for this opportunity for two reasons. In 
the first place I am interested in the treatment 
of diabetics, in their welfare and their problems 
from the standpoint of the individual, and second- 
ly I am interested in the broader aspects of the 
role the diabetic must play in the community. 
A very important factor to both the individual 
and the community is the problem of employ- 
ment. I realize that nothing constructive can be 
accomplished by merely asking that jobs be given 
to diabetics unless we are candid about the whole 
subject. We must admit their handicaps and 
limitations and at the same time we must not 
minimize their capabilities as has been done in 
the past. I am anxious they be given employ- 
ment. I know that they are good employees, are 
honest with their employers, and by their work 
can convince the employers of labor that the 
diabetic is employable and that the ideas of a 
quarter of a century ago do not apply today. I 
feel that the time has arrived when we must 
realize that because an individual has diabetes 
it does not constitute sufficient justification for 
refusing employment to him in a great many 
industries and in most companies. 

The problems of the diabetic may affect a large 
section of the community. Diabetes is a fairly 
common disease. In the United States it is esti- 
mated that there are 1,000,000 known diabetics. 
Another 1,000,000 have it and are undiagnosed. 
It has been estimated that 4,000,000 people now 
living in the United States have diabetes or will 
develop it before they die. It is obvious that, 
from the standpoint of the community, the ques- 
tion of employment for diabetics is important 
and that it directly or indirectly affects a great 
many people. 

The diabetic should not be forced to become 
a problem in social medicine. He is employable 
and should not be prevented from gaining em- 
ployment by arbitrary company rulings. The 
diabetic does not ask the government for special 
diets or for free insulin. He does not require 
special sanatoria or isolation hospitals nor does 
he require the services of government subsidized 
clinics such as the cancer, tuberculosis or vene- 
real disease clinics. All he requires is the right 
to obtain employment. The ability of a diabetic 
to gain employment has narrowed markedly in 
recent years and unfortunately this has occurred 
at a time when, if given the opportunity, he 
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could demonstrate that in the right job he is as 
good as or better than the average employee. 

There are a number of factors concerned in 
the problem of employment. In the first place, 
the medical examiner for a company may refuse 
to accept a diabetic for employment. In some 
cases this is a definite company ruling. In others 
it is at the discretion of the doctor. This atti- 
tude has been influenced largely by the question 
of morbidity. 

Recent statistics covering large groups of dia- 
betics in industry are not available to present 
concrete data as to morbidity rates, loss of time, 
etc. Certainly the impressions of 10 or 20 years 
ago should not be the criteria on which employ- 
ability is based. Today with better diets, im- 
proved nutrition, advances in insulin therapy, 
and the use of antibiotics and the sulfa drugs, 
the life of the diabetic has changed appreciably. 

The changes in morbidity rates have altered 
throughout industry in general. One would not 
use data collected 20 years ago in describing pre- 
sent conditions, and I do not see why the diabetic 
should not be judged on his present performance. 
This is a field which could be explored in many 
corporations. In a recent survey the Bell Tele- 
phone Company of Pennsylvania reports that 
the time lost by its diabetic employees was 
no greater than that of the average employee. 
We must obtain more data. 


HERE is another factor which must be con- 

sidered and that is the question of suitable 
employment. Here we must distinguish between 
the diabetic who can be controlled on diet alone 
and the diabetic who in addition to this diet 
requires insulin. It is the latter group that con- 
stitutes the main problem. One must realize 
that a diabetic who takes insulin may, as a result 
of increased work or failure to have meals on 
time, develop hypoglycemia. If he does have an 
insulin reaction his judgment may be impaired. 
He may not realize that he is having a reaction 
and he may not be able to make simple decisions 
quickly. That being the case, it is important 
that these individuals should not be employed 
in occupations where their conduct might be a 
hazard to themselves or affect the welfare of 
other employees or result in damage to the ma- 
chine or equipment with which they are working. 
The diabetic taking insulin should not be em- 
ployed on unprotected machines. He should not 
work at heights, drive airplanes, buses, or loco- 
motives, etc. However, there are many occupa- 
tions that a diabetic can work at, and it is im- 
portant to all concerned that the job is a suitable 
one. It is here that the company doctor and the 
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personnel manager can accomplish a great deal 
in a constructive manner. 


HE remarks I have made largely concern an 

individual seeking employment. There is an 
even larger problem, and that is the individual 
who develops diabetes while in the employ of a 
company. Diabetes is largely a disease of middle 
life. 
quarter of the population is 45 years or older, 
this age group has over half the diabetics. With 
the increasing population over age 45, we will 
have an increased incidence of diabetes in the 
future. The companies must face this problem 
in all sincerity to protect their own interests. If 
they do not, they are exposing themselves to 
the actions of some dishonest diabetic who is 
continuing to work in a position that is not 
suitable to him. One shudders at such stories as 
that of the commercial airplane pilot who was 
taking insulin but always carried a couple of 
lumps of sugar in his pocket just in case he had 
a reaction, or the somewhat similar story of the 
driver of the school bus. On the other hand, I 
have seen the opposite, and have known engi- 
neers whose diabetic condition gradually de- 
teriorated but they refused to take insulin be- 
cause they realized they would have to stop driv- 
ing the engine. Another stated that he would 
have to retire, and that his early retirement 
would greatly reduce his pension. Problems such 
as these are fundamental and concern the indi- 
vidual’s livelihood and all that is dependent on 
it. If the question is not faced squarely by the 
companies they should not be surprised at some 
dishonesty in their employees. And I would 
caution that some diabetics taking insulin can 
fool some of the doctors some of the time. In 
this connection there is another point we should 
all bear in mind; it is the fact that any individual 
in the personnel of a company might develop 
diabetes. It does not constitute much of a prob- 
lem for the men in executive positions. They 
don’t have to resign from a board of management 
or stop being directors. They are retained in 
what is considered to be suitable employment. 
This same attitude should be extended to cover 
the diabetics in their employ. 

I realize that shifting a man from one position 
to another involves a great many factors. There 
are the problems of ability to change the type of 
work, availability of a position, seniority rights, 
complicated union regulations and pensions. In 
spite of all this there must be a rational approach 
to the problem and it is capable of solution. It 
will never be solved by unfairness to the em- 
ployee. The average diabetic is a pretty good 
citizen. His alcohol consumption is less than the 
average, so that absenteeism on this account is 
most unusual. He is less likely to have syphilis 
or gonorrhea. His intelligence is as good as the 
non-diabetic. A diabetic whom you employ or 
retain in your employment will be a good worker, 
conscientious and dependable because he realizes 
his position and knows he must compensate for 
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the sub-standard classification that has been the 
lot of the diabetic. He realizes that he must de- 
liver his services to the best of his ability. 

Another problem that must be considered is 
the life expectancy of diabetics. We have seen 
the marked increase in the life expectancy at 
birth of the population as a whole. In 1900 it 
was 48.2 years for males and 51.8 for females. 
In 1947 it had increased to 65.2 for males and 
70.6 for females. Similarly the diabetics as a 
group have increased their average life expec- 
tancy and now it is three quarters of the ex- 
pectancy of life for the population as a whole, 
and it is steadily increasing. A normal individual 
at age 30 has a life expectancy of 38.6 years 
whereas a diabetic is expected, on the average, 
to live 30.5 years. At age 50 the normal ex- 
pectancy is 22.7 years, compared with 15.9 years 
for the diabetic. 

The over-all picture of life expectancy for the 
diabetic is influenced by two factors. The first 
is the age at onset of the diabetes, and the 
second is the duration of the diabetes. There is 
an increased risk associated with increase in 
duration. For example a diabetic of age 40 
having had the disease for 20 years would have 
an increased risk compared with the individual 
of age 40 who had just developed the disease. 
One must consider these problems. These dif- 
ferences do exist but the gap is being narrowed 
steadily. The point I wish to make is that the 
average diabetic is expected to live through the 
generally accepted period of employment and to 
reach such an age that he would qualify for 
most pension schemes. The Metropolitan Life 
Insurance Company recently reported that the 
death rate for diabetics in their industrial policy- 
holders in 1948 was 30% under the maximum 
recorded in 1940. This is a very creditable show- 
ing for a group who have been given sub-stan- 
dard classification when it comes to employment. 
The picture is changing for the diabetic. He is 
now able to obtain life insurance. He should be 
given employment. We must obtain more data 
to show that the diabetic is a satisfactory em- 
ployee, and I feel that many of you could investi- 
gate this in your own companies. 

In the right position a diabetic will acquit 
himself well. If the diabetic has better qualifi- 
cations than the non-diabetic he should be given 
the job and not debarred from employment. The 
deciding factor should not be how severe the dia- 
betes is but the care with which treatment is 
followed. This is what constitutes a good dia- 
betic, and it is the same factor which will make 
him a good employee. 

Thus I feel that the diabetic is employable 
and should be given suitable employment. I 
would like to bring my remarks to a close with 
a quotation from JOSLIN who made the following 
statement: “I admire the backbone and brains 
of the average diabetic and I truly believe, on 
the whole, they are superior to the common run 
of people and therefore their good qualities merit 
cultivation.” 
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The Management of Mild Diabetes Mellitus 


H. IVAN SIPPY, M.D., 
Chicago 


— the introduction of insulin, life has be- 
come not only possible for the diabetic, but 
well worth the living. Coincidentally, a most 
gratifying means of controlling this serious dis- 
ease has been given into the hands of the medi- 
cal profession. As confidence in the use of in- 
sulin has grown, and as improvements and varia- 
tions in the material have been developed, greater 
and greater liberalizations in diet and standards 
of control have ensued. 

For the most part, this enthusiastic trend has 
been desirable and commendable, and in the 
best interest of the patients. However, the in- 
evitable tendency to overdo a good thing has 
sometimes led to the excessive administration 
of insulin without full utilization of sound 
dietetic principles, and good judgment. The obese 
diabetic whose food intake remains uncurtailed 
by grace of insulin, and the diabetic who attempts 
to compensate for an erratic and carelessly 
planned diet by juggling units, are examples of 
the misuse of this excellent therapeutic agent. 

This discussion is mainly concerned with the 
relatively mild diabetic for whom control without 
insulin may be possible and practicable. Rail- 
roads, and many industrial organizations, have 
safety regulations or policies disqualifying in- 
sulin-taking employees from certain jobs in 
which the hazard of hypoglycemic reactions 
would invite disaster. When an employee in 
this category has been advised by his doctor to 
use insulin, he, or the company, or both, are likely 
to seek further medical opinions as to the pos- 
sibility of controlling the diabetes without ad- 
ministration of insulin. Unquestionably, signi- 
ficant numbers of such employees can be kept in 
the work in which they are trained and ex- 
perienced, if careful and competent medical direc- 
tion is obtained. 


T Is estimated that at least one-half of all the 
known diabetics could be satisfactorily con- 
trolled without insulin, by accurate observance 
of dietary regulation and other principles of 
treatment. Far too often, insulin therapy is 
established without more than a half-hearted pre- 
liminary effort to achieve control by manipula- 
tion of the diet. The possibility of eliminating 
insulin can well be entertained if the subject has 
reason to believe that his diabetes is of recent 
origin, if he is in or past middle life at the time 
of its detection, if his clinical manifestations 
are mild or absent, if he is obese, or if his fasting 
blood sugar is less than 200 milligrams per cent. 
Aside from the occupational advantage, under 
consideration here, in avoiding the need for in- 
sulin, other benefits may be derived from the 
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early establishment of an optimum diet. These 
effects will be equally favorable if insulin ulti- 
mately proves necessary or desirable. 

The severity of the disease can often be greatly 
decreased by a proper dietary regime, through 
the proved recuperative ability of the fatigued 
insulin-producing cells of the diabetic pancreas. 
Once the over-load on these cells (or their regu- 
latory mechanism) is eased by suitable restric- 
tion and apportionment of food, the so-called 
“sugar tolerance” of the diabetic begins to in- 
crease, and may continue to improve remarkably 
under the influence of prolonged modification of 
the disturbed sugar balance. 

The progressive tendency of the disease is 
lessened, likewise, by this same sparing of the 
islet cells from fatigue which would otherwise 
result in further damage. 

The metabolic processes of the diabetic may be 
favorably influenced by the slight degree of un- 
dernutrition which should be induced by the ideal 
diet—in that there may be a resultant lowering 
of the metabolic rate, which can in turn reduce 
the caloric requirement and the amount of con- 
version of food to sugar. 

The elimination of obesity, essential in dia- 
betic management, is of obvious benefit to the 
over-weight patient in numerous ways other than 
this primary one. 

Other benefits which may accrue from accurate 
dietary regulation include the relief of any sub- 
jective diabetic symptoms which may have been 
present, protection against many of the possible 
complications of the disease, and an increase in 
strength, endurance, and sense of well-being. 

In short, it is highly beneficial to bring dia- 
betes of even the mildest degree under satis- 
factory control promptly, to retard advancement 
of the disease process, and to prevent the de- 
velopment of complications. Accurate control is 
even more important here than in the severe 
cases where diabetic damage is already so ad- 
vanced that the most meticulous regulation offers 
little hope of improvement. 

It must be understood that diabetic manage- 
ment without insulin does not involve the diffi- 
culties and hazards, today, that were entailed 
a generation ago. We do have insulin, to be used 
if needed in the initial desugarization, and as a 
stand-by for such contingencies as infections, 
accidents, surgical procedures, and other tem- 
porary interruptions in the favorable progress 
of the patient. The availability of antibiotics, 
sulfonamides, and other modern aids in medicine 
and surgery makes it possible for the diabetic to 
avoid, or minimize, the illnesses which formerly 
precipitated dangerous and prolonged relapses in 
his diabetes, or led to disabling complications. 
We are, therefore, not encouraging a precarious 
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status for a diabetic when we train him to carry 
on without insulin, even if he maintains his 
control by only a narrow margin. 


F'sst among the objectives of successful dia- 

betic management is the achievement and 
maintenance of normal or near-normal blood su- 
gar, with the resultant elimination of glycosurea. 


This is particularly essential in the diabetic who’ 


is endeavoring to do without insulin, because 
the rapidly decreasing tolerance induced by hy- 
perglycemia is difficult to regain by dietary regu- 
lation alone. Despite the casual attitude toward 
hyperglycemia taken by some, in recent years, 
there is no reliable evidence that this violation 
of normal physiology may not cause serious, irre- 
versible damage, if it is condoned for long 
periods of time. Certainly there is a marked 
trend toward increased severity of the diabetic 
state when hyperglycemia is permitted; and the 
development of urinary tract infections, renal 
glomerusclerosis, and other degenerative con- 
ditions, is encouraged. 

Another objective is the attainment of normal 
nutrition, adequate in all constituents of diet 
to the individual requirements of the patient. 
The semi-starvation diets of the pre-insulin era 
are under no circumstances justifiable, even for 
the purpose of continuing in a job where insulin 
in interdicted. Rather than attempting to exist 
on an inconvenient, unpalatable, unsatisfying 
diet, which might be productive of ketosis and 
arterial deterioration, such a diabetic should 
change to an occupation where insulin is per- 
missible. 

Good diabetic management is not achieved 
until the patient has a full understanding of 
the nature of the disease, and the principles of 
treatment, as well as the rule-of-thumb instruc- 
tions usually given. This involves direct teaching 
by the doctor in all phases of diet, interpretation 
of symptoms, performance of essential tests, and 
hygiene. Full delegation of any part of this task 
to dietitians, nurses, interns, or even assistants, 
lessens the physician’s security in the adequacy 
of instruction, and his ability to correlate these 
subjects in his subsequent care of the patient. It 
is equally unwise to instruct a member of the 
family, or a friend, rather than the diabetic 
himself. The goal of this educational program 
should be self-dependence, and a degree of under- 
standing of the subject which will enable the 
patient to reason his way through unexpected 
situations intelligently. 

Evaluation of a diabetic, and the establishment 
of treatment, are best carried out during a period 
of hospital observation. In addition to providing 
facilities for frequent and accurate laboratory 
tests, and constant dependable control of the 
diet, hospitalization keeps the patient available 
for step-by-step education at the doctor’s conven- 
ience and in accordance with the progress of 
treatment. Group instruction of patients, as 
promoted in some hospitals and clinics, is a 
questionable advantage, for individualization is 
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lessened by this method. Speed in desugariza- 
tion and in advancement of the dietary additions 
is favored by hospitalization, where around-the- 
clock observation assures early detection and 
rectification of undesired developments. 


(CONFIRMATION of the diagnosis of diabetes mel- 
litus is the first essential step. Two or more 
reliable determinations of fasting blood sugar 
exceeding 0.17% establish the diagnosis beyond 
reasonable doubt. Lesser elevations above the 
maximum normal level of 0.12% warrant the 
use of a glucose tolerance test. This is customar- 
ily based on the oral administration of 100 grams 
of glucose (or 1.75 grams per kilogram of body 
weight) to a fasting patient. Just before the 
giving of the glucose, and at hourly intervals for 
three hours afterward, specimens of blood and 
urine are obtained for sugar determination. In 
the absence of diabetes mellitus, the blood sugar 
will not exceed 170 milligrams per 100 cubic 
centimeters of blood at the end of the first hour, 
and will return to a close approximation of the 
fasting level at the second and third hours. Slight 
glycosuria may appear at the end of the first 
hour, but in the normal subject this will be ab- 
sent in the subsequent specimens. Diagnosis of 
diabetes mellitus is established if there is a 
marked rise in blood sugar (usually to exceed 
170 milligrams per cent) at the first hour, and if 
this level remains markedly above normal during 
the second and third hours. The higher and 
more persistent these blood sugar levels are, 
the more strongly positive the test may be con- 
sidered to be. Positive blood sugar response 
establishes the diagnosis even in those rare cases 
where there is not an associated glycosuria. 
There are satisfactory variations of the glucose 
tolerance test, such as the Exton-Rose method, 
and the intravenous glucose technic. 
Desugarization of the proved diabetic is best 
attempted on a diet much lower in carbohydrate 
and higher in fat than could be considered satis- 
factory in a permanent menu. A carbohydrate 
te fat ratio of one to two will provide optimum 
response, without great unpalatability or keto- 
genic effect. Since the patient will be predomi- 
nantly at rest during the desugarization pro- 
gram, a basal maintenance caloric content (about 
25 calories per kilogram of body weight) can 
be used. This, like all other diabetic diets, must 
be quantitative, and should be apportioned by 
weighing rather than measuring. To calculate 
the diet, the first step is to deduct from the 
total daily calories the caloric value of the pro- 
teins to be used. This is customarily one gram 
of protein per kilogram of body weight; so this 
value, multiplied by four (the number of calories 
per gram of protein) represents the total protein 
calories. Subtraction of this from the total cal- 
ories gives the number of non-protein calories. 
These may be reduced to grams of carbohydrate 
and fat by representing them in the formula 4 C 
plus 9 F and solving for F. Since, in this diet, 
C equals % F, the formula is re-written to read: 
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2 F plus 9 F, or 11 F, equals the total non-protein 
calories. The resultant value of F (grams of fat) 
is in this example divided by two to obtain C 
(grams of carbohydrate), completing the diet 
formula in grams. 

If obesity is present, the diets are calculated 
similarly, and then the fat component of the diet 
is appropriately reduced, forcing the patient to 
burn some of the fat stored in his own body. 

During the use of the desugarizing diet, no 
insulin is given, and daily fasting blood sugar 
determinations are made. All urine is saved, in 
six-hour specimens which are tested qualitatively 
for sugar. Any positive specimens are re-tested 
quantitatively ; so that the amount, as well as the 
time, of sugar excretion, is learned. This infor- 
mation may be of great value in the subsequent 
distribution of daily diet, and in the selection 
and timing of insulin if this proves to be needed. 

Favorable response to this desugarization pro- 
gram will result in normal blood sugar, and free- 
dom from glycosuria, within a week. If this 
has not been accomplished, insulin should be 
used, at least temporarily, to hasten desugariza- 
tion and to maintain control while the hoped-for 
gain in tolerance is developing. 

When desugarization by diet alone has proved 
successful, the patient is ready for an increase 
in diet and activity. The likelihood of continued 
success without insulin is greater if these in- 
creases are made in two stages; so a diet midway 
between the desugarizing and permanent forms 
is worked out. An allowance of 30 calories per 
kilogram of body weight, with a C to F ratio 
of one to one, and no change in protein, is satis- 
factory for this purpose. An intermediate de- 
gree of activity, carried on regularly each day, 
is encouraged. Here again, the diabetic who 
responds favorably will remain sugar-free, and 
maintain blood sugar levels not appreciably in 
excess of normal. Otherwise, insulin is used, 
at least until it can be successfully eliminated 
by gradual decreases in dosage. 

Preparation of the final diet requires careful 
thought, and a full understanding of the patient’s 
occupational requirements and nutritional nature. 
Skill and experience are needed to estimate cor- 
rectly the caloric allowance which will maintain 
the individual in his anticipated work, at his 
ideal weight or in a state of slight under-nutri- 
tion. Thirty-five calories per kilogram is an esti- 
mate of the average requirement at moderately 
strenuous exertion, and for a palatable diet which 
will not discourage accuracy, a 1.25 or 1.5 to one 
ratio of C to F is suggested. During this final 
phase of hospital observation, regulation of exer- 
cise is of the utmost importance, and the value 
of this part of the program is often overlooked. 
A faithful attempt to reproduce the timetable of 
activity expected after return to work, will pay 
substantial dividends in the avoidance of dis- 
appointing future variations in control. The pa- 
tient can be made acquainted with the hospital 
stairways, and be urged to carry out, by the 
clock, his own interpretation of the amount and 
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distribution of activity involved in his customary 
work-days. 

Detailed instruction in the execution of the 
diet plan begins in earnest during this final 
stage of hospitalization. The previous diets were 
temporary and transitional, and mastery of their 
preparation would have been pointless and con- 
fusing to the patient. Therefore, the emphasis in 
his instruction during the earlier stages is on the 
general nature of the disorder, general vrin- 
ciples of treatment, care of the skin and feet, 
and the performance of the test for sugar in 
the urine (preferably the clinitest) and the ferric 
chloride test for diacetic acid. After establish- 
ment of the permanent diet, the patient is trained 
painstakingly in the interpretation of the diet 
prescription, the weighing of the food on gram 
scales, the sources of carbohydrate, protein, and 
fat, the use of saccharin and of foods canned 
without sugar, and the tables of standard food 
groups. He is then taught the method of sub- 
stituting items into the diet from the food sub- 
stitution tables, with which he is provided. This 
training program must, of course, be geared to 
the individual intelligence, aptitude, and educa- 
tional background. In a surprisingly short time, 
most patients acquire the knack of estimating 
portions which are sufficiently accurate approxi- 
mations of the weighed amounts with which they 
have been working, and can prepare or order the 
proper diet from foods which are available any- 
where. It is far better, and in the long run 
easier, for the patient to weigh his food con- 
scientiously for a time and thereafter estimate 
his portions, than to use the less accurate system 
of food measurement. 

Before dismissal, the diabetic who has thus 
been brought under control successfully without 
insulin is warned of the possibility of rapid re- 
lapse during infections, injuries, and surgical 
emergencies. He is made aware of the necessity, 
in such eventualities, for special diabetic man- 
agement, probably including the temporary use 
of insulin. 

When such a diabetic emergency arises, with 
severe hyperglycemia and possible ketosis, the 
plan of “six-hour management” originated by 
Woodyatt, is simple and effective. Every six 
hours, the equivalent of 40 grams of glucose 
is given, either orally or in intravenous fluids, 
depending on the condition of the patient. At 
these same time intervals, tests for sugar and 
acetone in the urine are made, and an appropriate 
dose of regular insulin given. If the patient has 
previously been receiving a depot insulin such 
as protamine zinc, his usual daily dose of this 
is continued, and the regular insulin given as 
a supplement every six hours. 

After the diabetic emergency has been brought 
under satisfactory control, and the condition of 
the patient has stabilized, conversion to the 
previous dietary routine can be brought about. 
Following an episode of this severity, even the 
mild diabetic may require insulin for a time, 
and so it may be decided to use one of the depot 
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insulins such as protamine zinc. If so, a satis- 
factory method of establishing the dosage is to 
give the depot insulin, on the first day of con- 
version, in an amount equal to the total number of 
units of regular insulin which had been required 
per 24 hours of emergency six-hour management. 
Ir addition, two-thirds as many units of regular 
insulin are given, 
among the three meals during the first day. On 
the second day of conversion, approximately one- 
third of this amount of regular insulin is given 
in addition to the unchanged dose of depot in- 
sulin. By the third day, it may be possible to 
eliminate the regular insulin entirely, continuing 
the depot insulin which by this time will have 
accumulated its full effect. If the patient was 
successfully controlled without insulin prior to 
the emergency, and if no appreciable islet cell 
damage resulted from the relapse, he can prob- 
ably be returned to a no-insulin regime by grad- 
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Control of diabetes mellitus on an adequate 
diet, without insulin, is an objective worthy of 
our best efforts. When this is successful, the 
patient is not only spared the nuisance and ex- 
pense of insulin injections, but also remains 
eligible for certain occupations and activities 
from which he might otherwise be excluded. 
Accurate regulation of the diet is equally advan- 
tageous to the diabetic for whom insulin proves 
necessary. 

(250 East Superior St.) 
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Employed Diabetics 


— 250,000 diabetics are in the labor force in the United States, and the 
number is growing from year to year, the Metropolitan Life Insurance 
Company’s statisticians report. Studies show that the work record of diabetics 
in industry is generally satisfactory as compared with non-diabetics. The increase 
in the number of employed diabetics reflects their gains in longevity, and also 
that, thanks to insulin, few diabetic children now die of the disease, but grow up 
to become productive members of society. Most diabetic workers are over age 40 
and are valuable employees because of their long service and experience. There 
is statistical evidence that the great majority of those under reasonably good 
medical care can do their job as well as non-diabetics, and as well as they did 
before the onset of the disease. Their absenteeism rate is little higher than that 
of non-diabetics and not much of the time lost is due to their disease. Their 
accident record is not unfavorable. Workers who become diabetic seldom need 
to change their jobs, although in exceptional cases a shift may be desirable be- 
cause of a change in the diabetic’s physical condition. The guiding principle is 
that a diabetic should not be in a position where, as a result of insulin reaction, 
he would endanger the lives of others as well as his own. “The employer and 
the industrial physician can do much for the diabetic worker,” the statisticians 
comment. “The employee should be encouraged to obtain good medical super- 
vision and stay with it, to learn the facts about the disease, and how to avoid 
diabetic coma or insulin reactions and what to do if either impends. The em- 
ployer can also aid in the early discovery of diabetes, by providing for routine 
laboratory tests for the disease at the annual medical examination of workers, 
or by intensive case-finding campaigns in his plants.” 


—Metropolitan Life Insurance Company. 











Vacation Policy Trends 





WILLIAM A. SAWYER, M.D., 
Medical Director, Eastman Kodak Company, 
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N INDUSTRY the question of vacations poses 

many problems. Every now and then man- 
agement is called upon to examine existing va- 
cation practices, to determine whether they are 
adequate in length, and whether the interests of 
both employer and employee are properly served. 
There are certain common practices which have 
grown up in industry concerning vacations but 
no over-all standards exist on which there is 
complete agreement. 

About two years ago our Industrial Relations 
Department asked me to make a study of the 
subject from the health viewpoint. This paper 
is the result of that study. I believe that there 
is much still to be done to make vacations valu- 
able in maintaining the health of all employees, 
and that we as industrial physicians have a par- 
ticular contribution to make to the subject. 

This, therefore, is an attempt to clarify our 
thinking and common practice up to the present, 
as a stepping stone to more adequate planning 
in the future. 

The physician in industry today is concerned 
with preserving and promoting the health of 
employees. We have all found that the detection 
and treatment of disease is not enough, and 
that a positive program of preventing ill health 
is far more constructive. Much has been said and 
written about the pressures of our highly-geared 
mechanized society on human beings and we 
doctors know intimately what a toll these pres- 
sures take. We are all concerned about the heart 
attacks and breakdowns which occur all too often 
among our executives and others in responsible 
positions, and we attribute them to the heavy 
loads which they carry and the pace at which 
they work and live. We wonder also what the 
routine, monotonous jobs do to the morale of 
those who work, how much they contribute to 
chronic fatigue and irritation. For a long time 
we have known from our medical training that 
the human body and mind can become so tired 
that a night’s rest or even a week-end rest can- 
not restore the lost energy. It takes a longer 
time to recover the reserve that is needed to do 
one’s work with competence and enjoyment. We 
believe that vacations of sufficient length in the 
right environment will do much to overcome 
fatigue and loss of interest, but how long should 
these vacations be, and how often? Of this we 
are not so sure. We are often asked to recom- 
mend or extend vacations for individuals who are 
in need of longer rest, and to do this on an in- 
dividual basis. Since vacations seem to play an 
important part in physical and mental well-being, 
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let us examine what our practices have been in 
the past and are today and what direction pre- 
sent trends and current thinking are taking. 

Actually, there is not too much written about 
vacations, especially from the medical viewpoint. 
In 1926 Daniel Bloomfield,' Manager of the Bos- 
ton Retail Trade Board, spoke on the subject 
at the New York City Annual Convention of the 
American Management Association. He said in 
part: “Vacation practices began with proprietors 
of industry who felt the need of dropping their 
business responsibilities for a period sufficient to 
enable them to recuperate health, strength or 
vigor .... Gradually as industrial units increased 
in size, this custom was extended to those as- 
sociates who bore a major portion of the re- 
sponsibility of the particular business and its 
operation. From this point it seems that the 
custom of allowing vacations with pay has grown 
through internal comparisons between jobs and 
competition between concerns until the present 
(1926), when it is the common practice to pro- 
vide paid vacations to all grades of executives 
and most office workers. In recent years some 
concerns have extended the practice to factory 
employees with various qualifications. 

“While the view seems to be held by many that 
vacations are offered because competition for 
the services of clerical workers and others re- 
quires them, one cannot escape the fact that 
vacations are an aid to health and efficiency 
and this is one of the principal reasons for the 
vacation practice. 

“Let us consider the question with reference 
to executives and others in a supervisory ca- 
pacity. Psychologists have discovered various 
kinds of fatigue which is not muscular but is 
“aused by nervous strain. This is more prevalent 
among executives today than ever before. Judg- 
ment depends on mental and physical efficiency. 
These tend to become impaired by the stress and 
strain of modern living conditions and modern 
business. The greater the responsibility the 
greater the strain and mental fatigue. 

“The emotional factors in the job of an ex- 
ecutive have not been given the full study they 
demand. Worry, fear of failure, anxiety as to 
results, pressure of duties and responsibilities, 
added to the fatigue brought on by physical 
conditions, create emotional conditions which 
affect an executive’s work. 

“The antidote for this poisonous condition is 
a vacation properly utilized. This requires an 
entire change of occupation and scene, relaxation, 
and physical activity which re-creates but does 
not sap vitality. The element of play in vacation 
is essential. In other words a vacation must 
literally re-create. It is the attitude that counts. 
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Physiologically, play and work are similar. It 
is one’s state of mind that makes a vacation.” 

Remember that was written almost 25 years 
ago. One has to smile at the comment that ner- 
vous strain is more prevalent among executives 
than ever before. If it was true then, it is even 
more true now. The sad fact in reviewing what 
was said by Mr. Bloomfield is that we have 
learned very little more since then, although I 
do believe that we are slowly moving in the right 
direction, namely, toward more and longer vaca- 
tions for more people. But to return to Mr. 
Bloomfield, he continues: 

“Generally speaking, the greater the responsi- 
bility the more necessary is a vacation. This is 
generally conceded by business. The question is 
how far down the line should we go. Briefly 
summed up, the justification for differences in 
length of vacations of executives, office workers 
and factory workers is the fact that: 

“EXECUTIVES often work longer hours than 
their subordinates, even giving time outside the 
office: the measure of their responsibility and 
the necessity for conserving their energy make 
necessary a break in their work for rest or 
change. 

“OFFICE WORKERS frequently work over their 
regular time, for no compensation—have vary- 
ing grades of responsibility generally of minor 
character. 

“FACTORY WORKERS usually have definitely 
fixed hours of employment, and are paid (some- 
times double pay) for any overtime; work is 
routine and carries limited responsibility. 

“A more debatable point is the question of 
whether vacations are provided because the cus- 
tom has become so established that the worker 
expects a vacation as part of the conditions of 
his employment, or because vacations are con- 
sidered a social necessity required by society.” 

It was early argued that not only did vacations 
help to maintain the worker in a healthy con- 
dition but alse that, in so doing, they tended 
to improve his attendance at work. In some in- 
stances additional days of vacation were added 
as a reward for good attendance. Even 25 years 
ago, some employers made no distinction be- 
tween office and plant vacations, nor between 
executives and routine workers. Occasionally, 
where managers and supervisors underwent 
periods of unusual working pressure, short ad- 
ditional vacations were arranged. 

Twenty-five years ago the question of whether 
Saturday whole-holidays might be a substitute 
for vacations was raised. It was generally con- 
ceded that the week-end away from work was 
not enough for complete relaxation, helpful 
though it was. 

In an appraisal of vacations by the American 
Management Association in 1926, it was thought 
that the granting of vacaticns to executives and 
office employees was well established. Reasons 
were for improving their health and efficiency. 
It was felt then that medical science and good 
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business sense had proved the value of such 
a procedure. The desirability of vacation plans 
for factory workers had not been generally ac- 
cepted. So much for what seemed to be the think- 
ing 25 years ago. We know that vacations for 
certain individuals in the business world had 
been provided long before, but the above-quoted 
remarks are from one of the first published 
reports on the subject as a whole and represent 
fairly well the theory of vacations as it was at 
that time. 


Present Vacation Practices 
Now I would like to discuss vacation develop- 
ments up to 1946 as reported in three sur- 
veys: (1) on “Vacations for Industrial Work- 
ers”? by the Metropolitan Life Insurance Com- 
pany; (2) on “Vacations for Office Workers’ 
by the Metropolitan Life Insurance Company; 
and (3) on “Vacation and Holiday Practices- 
Studies in Personnel Policy, No. 75’* by the 
National Industrial Conference Board. 

As indicated in the first survey mentioned, 
World War II gave great impetus to vacations 
with pay for factory workers, a large number 
receiving them for the first time. There were 
very few companies which gave all employees 
paid vacations prior to 1900. There was a grad- 
ual increase in such plans during the first quar- 
ter of the century with a decline during the 
depression years. In 1937 about one out of four 
manufacturing establishments gave plant work- 
ers paid vacations on a formal plan; in 1945-46, 
10 years later, about three out of four plants 
had formal paid vacation plans. During these 
recent years, there has been a great increase 
of vacation clauses in collective bargaining 
agreements. According to a National Confer- 
ence Board Survey prior to 1937, four of the 
companies surveyed had such agreements. In 
1946, 88% of the union contracts analyzed con- 
tained them. All of these surveys indicate a 
decided trend toward the liberalization of vaca- 
tion privileges, accelerated by the war and con- 
tinued thereafter. A large number of companies 
are making changes in their vacation policies— 
23% of those surveyed in 1946 had changed their 
vacation policies in some way during the previous 
year, mostly in a more liberal direction. 

The thinking behind vacations has been chang- 
ing somewhat. According to the Metropolitan 
Survey: 

“Originally, the underlying purpose of vaca- 
tions was to provide relief from monotony, strain 
and intensity of work so that the employee might 
have renewed energy and vigor for the year 
to come.... Recently, however, the shift in 
thinking has been toward vacations as a reward 
for past service. This may be partly a natural 
result of paid vacations being given to workers 
who do not normally work 52 weeks a year and 
consequently have time off without pay, partly 
because office workers were being paid for over- 
time work, and it may be partly the result of 
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the growing custom of giving longer vacations 
to workers with more years of service. 

“Certain classes of workers in some companies 
are given longer vacations than the average 
office worker in the company. Department heads 
and professional workers are among this group, 
on the theory that they carry greater responsi- 
bilities and work longer hours without extra 
compensation and are, therefore, in need of a 
longer period of relaxation each year. These 
differences in vacation policy are the exception 
rather than the rule, and the trend is toward 
identical vacations for all types of employees 
with the same length of service. 

“Although the uniform vacation among office 
workers is the simplest, it is used very sparingly. 
Only seven out of 102 companies in which office 
workers were covered in the Metropolitan Life 
Insurance Company report have adopted this 
method. The most commonly used vacation pat- 
tern is to vary the length of vacation with the 
length of service. Nearly 90% of the companies 
surveyed in 1946 use some variant of this plan. 
Five weeks is the longest vacation given, and 
that in only one case. Three companies give 
vacations of a month—in one case after 10 
years of service, in a second after 20 years, 
and in the third after 50 years. The most usual 
top is four weeks. That is given by 12 com- 
panies, in most cases for 25 years of service.” 

Of the 122 companies reviewed as regards 
their hourly-paid workers, some had more than 
one plan. One publisher has 14 different union 
contracts with different provisions. Another 
having plants in 14 communities has a different 
vacation plan in each. The most frequently used 
practice is to grant a one-week vacation after 
one year of service and a two-week vacation after 
five years of service with a tendency to liberalize 
the latter. There is a tendency in some places 
to give office and factory workers the same va- 
cation privileges. 

More than 90% of the companies giving in- 
formation permit vacations to be split, chiefly 
if two weeks are involved and for no less than 
one week. Common qualifications are “if the 
work schedule permits” and “by arrangement 
with the foreman.” 

In four-fifths of the vacation plans studied 
by Metropolitan Life, vacations are not cumula- 
tive and cannot be postponed until the following 
year. 

According to the Conference Board: “As com- 
pared with previous surveys, the current study 
reveals a marked increase in the number of 
United States companies that permit vacations to 
be taken at any time during the year. This may 
be due in part to the suggestions of government 
officials during the war that vacations be spread 
over the entire year, but it may also reflect a 
growing recognition that a year-round vacation 
season in certain types of business increases 
production efficiency. In addition, lengthening 
of the vacation season may be the result of 
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liberalization of vacation policies. In other 
words, a company with a three-month vacation 
season may encounter operating difficulties if 
the number of employees eligible for vacations 
and the amount of individual vacations are in- 
creased without extending the vacation season. 
In a number of lines of business, however, the 
need for maximum manpower to coincide with 
production peaks limits the time during which 
employees may take vacations. 

“About 12% of the companies covered in the 
Metropolitan surveys give certain classes of 
employees longer vacations than are given to 
the majority of their office workers. For the 
most part these companies are legal firms, finan- 
cial organizations, social service organizations, 
schools, and department stores. Only two were 
industrial companies.” 

Again from the Conference Board, “Less than 
3° of the United States companies covered in 
the study have formal vacation plans which con- 
tain special provisions for the executives. This 
is in marked contrast to the practice among 
the participating Canadian companies, of which 
almost 40% have such plans. 

“This does not necessarily mean that execu- 
tives in the remaining companies do not receive 
more vacation time than is provided in the com- 
pany vacation plan. The exact number of com- 
panies in which this applies is not known. But 
a number of replies indicated that while no 
special vacation policy for executives existed in 
their companies, extra time was in many cases 
granted on an individual basis and, in some spe- 
cific instances, as a matter of routine. Recog- 
nition of the dire effects of constant tension, 
particularly during recent years, has caused 
many physicians to recommend longer vacations 
for those burdened with heavy responsibilities. 

“The wide variation in executive titles poses 
a major obstacle to an effective analysis of 
special practices relating to this group of em- 
ployees. The term ‘department head’ in one 
company may signify a first-line supervisory 
position. But in another company the same title 
may be used for a much more responsible execu- 
tive position. Similarly, the titles superinten- 
dent, supervisor, department manager, division 
manager, and director vary widely in responsi- 
bility and authority. Information concerning 
special vacation practices for executives accord- 
ing to titles is therefore meaningless unless one 
is familiar with the organizational structure of 
each company. 

“Among the United States companies having 
formal plans for executives, one month per year 
is the most prevalent vacation time. In most of 
these, however, the one-month vacation appears 
to apply only to top executives; ‘department 
heads,’ ‘management executives below officers’ 
and ‘junior officials’ receive three weeks. A few 
companies grant only three weeks’ vacation to 
top executives, while two grant as much as six 
weeks. In none of these plans does it appear 
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that length of service is related to the length 
of the vacation. 

“The vacation movement in Canada has re- 
cently taken a different course. ...there has been 
a growing tendency on the part of private em- 
ployers to grant paid vacations to industrial 
workers. There has also been a growing ten- 
dency to include provisions for paid vacations 
in collective bargaining agreements. But while 
in the United States there has been practically 
no legislation governing vacations except for 
government employees, in Canada there has 
been a recent trend toward legislation. In On- 
tario and Saskatchewan, statutes of 1944 pro- 
vide for annual vacations with pay for all em- 
ployed persons except farm workers and do- 
mestic servants. In the Ontario statute, holi- 
days are for at least one week, and the Saskatche- 
wan law provides for two weeks. The Alberta 
Labour Welfare Act of 1943 empowers the ad- 
ministrative board to require an employer to 
give his workers one week’s holiday after one 
year’s employment, and up to two weeks for 
longer employment. 

“The most prevalent vacation for executives 
in the cooperating Canadian companies is three 
weeks. The longest vacation granted under the 
formal type of plan is one month. Apparently 
the emphasis in the special executive plans in 
these Canadian companies is not on the length 
of the vacation but rather on the executive's 
privilege of taking his vacation at any time 
throughout the vear.” 


A.A.I.P. & S. Survey in 1948 

N APRIL, 1948, our company’s Industrial Re- 

lations Department was reviewing the sub- 
ject of vacations and asked me to survey several 
aspects of employee vacations with other com- 
pany Medical Directors. Here is the letter to 
me: 

“In accordance with our conversation, we will 
appreciate it very much if you would consider 
the frequency of vacations and the relation to 
the calendar year. It has been suggested that 
an employee be permitted to accumulate vaca- 
tions when he has completed 15, 20, or 25 years. 
The objective of such a suggestion would be to 
permit the individual receiving three weeks’ 
vacation to take a six-week vacation in a calen- 
dar year and to forego a vacation in the pre- 
ceding or succeeding year. 

“An alternate which has come to our atten- 
tion is that of permitting an employee to re- 
ceive an additional week of vacation during the 
year of his 25th anniversary and on each suc- 
ceeding 5th year anniversary. 

“As I mentioned to vou this morning, it is 
my understanding that Sears, Roebuck and Com- 
pany have taken the position that vacations in 
excess of two weeks in a given calendar year shall 
be split, so that the individual receives two vaca- 
tions in the calendar year with a _ six-month 
time gap following each. 
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“While we realize that there is perhaps little 
existing information on the most efficient man- 
ner of taking the vacation and the relationship 
of the duration and frequency of vacations to 
individual cases, we nevertheless will be very 
much interested to discuss this further when 
you’ve had an opportunity to consult with some 
of your acquaintances in other companies.” 

With the help of DR. EDWARD C. HOLMBLAD, 
Managing Director of the AMERICAN ASSOCIATION 
OF INDUSTRIAL PHYSICIANS AND SURGEONS, 150 
questionnaires were sent out in May, 1948, to 
a group of Medical Directors. Ninety-one replies 
were received and analyzed as follows: 


1. Should vacations be based on length of service 
with an increased amount of time after 15, 20, 
or 25 years? For example, three wecks after 
15 years of service, three and a half weeks after 
20 years, and four weeks after 25 years of 
service. 

Analysis: 91 individuals thought vacations 
should be based on length of service. 

2. Do you feel that an extra allotment of time 
should be granted the older employee, the ex- 
ecutive, and department head? If so, after 
what periods of service? 

Analysis: 67 felt that an extra allotment of 
time should be granted the older 
employee, executive, and department 
head. 

The second part of the question was 
not adequately answered. 

3. If an individual is entitled to two, three, or 
four weeks, should the vacation be taken all at 
one time, or do you think it is more advan- 
tageous from a health standpoint to have it 
divided into two periods at certain intervals 
apart? 

Analysis: 60 thought divided vacations were 
generally preferable. 

4. It is understood that a certain large national 
organization proposes that vacations of three 
or four weeks in a given calendar year should 
be spread so that the individual receives two 
vacations with six months intervening. Do you 
approve of this arrangement? 

Analysis: 64 approved of vacations of three or 
four weeks being spread so that the 
individual receives two vacations six 
months apart. 

5. What are your opinions and recommendation 
for winter vacations or vacations during ex- 
treme hot weather for workers over middle age. 
Analysis: Out of this question came various 

personal opinions, too diverse to 
summarize. 

31 believed that an individual’s phys- 
ical condition or desires should de- 
termine a winter or summer vacation. 

6. Is there any medical basis as to the length of 
vacations? In other words, is two weeks enough? 
Analysis: 29 said there was no medical basis 

which could be applied to all indi- 
viduals as to length of vacations. 

28 felt two weeks were sufficient. 
11 felt two weeks not sufficient. 

29 felt two weeks sufficient for some, 
but not for others. 

7. We are all aware that some individuals wear 
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themselves out faster than others, or cannot 

stand as much as others, and therefore need 

more frequent time away from work. There- 
fore, should all vacations be on an individual 
need basis? 

Analysis: 28 felt vacations should be on an 
individual need basis. 

26 did not think so. 
20 thought it preferable, but difficult 
to arrange. 

8. Should employees be permitted to accumulate 
vacation time after completing 15, 20, or 25 
years so that they can take an extended trip 
on their vacation every two or three years? 
This would mean foregoing a vacation the 
year preceding or following such an extended 
trip. 

Analysis: 63 were not in favor of accumulat- 
ing vacation time by foregoing a 
vacation the year preceding or fol- 
lowing an extended trip. 


ROM this limited survey, one could draw the 

following conclusions: 

Most of the replies indicated that: 

1. Vacations should be based on length of 
service. 

2. Additional time should be granted older 
employees, executives, and department heads. 

3. A majority thought split vacations were 
preferable, i.e., two vacations in a year. 

4. Apparently, there is no medical basis for 
commonly accepted vacations, i.e., two weeks, 
three weeks, four weeks, and more. There was 
no consensus of opinion as to whether two weeks 
was enough. 

5. Almost a third thought vacations should 
be on an individual need basis. Others thought 
it preferable but difficult to arrange, and about 
one-third thought it was not necessary. 

6. Majority opposed to saving vacation from 
one year and applying it to another year. Pre- 
sumably this means that everyone should have a 
vacation each year. 

Further information on this questionnaire and 
correspondence with several authorities on em- 
ployee health bring out the following points: 

1. What is the best type of vacation for the 
brain worker and the factory worker? 

(a) Factory workers as a rule prefer vacations 
that include hunting, fishing, or automobile tour- 
ing, and I think this is a wise choice from the 
health angle. 

(b) It is generally agreed that a complete 
change of environment and occupation, relaxation 
and physical activity which re-creates but does 
not sap vitality is the best type of vacation for 
every individual. The element of play in a va- 
cation is essential. 

2. Should an extra allotment of time be 
granted the older employee, the executive, and 
department head? 

(a) An extra allotment of time should be 
granted the older employee, the executive, and 
department head if it can be done without vio- 
lence to either precedent or policies. 
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(b) Some companies allow longer vacations 
for key executives, department heads, and pro- 
fessional workers on the theory that they carry 
greater responsibility and work longer hours 
without extra compensation and are, therefore, 
in need of a longer period of relaxation. These 
differences in vacation policy are the exception 
rather than the rule, and the trend is toward 
identical vacations for all types of employees 
with the same length of service. 

3. Are summer vacations more beneficial than 
winter vacations? 

(a) The answer here depends upon climatic 
factors; for industries in the North Atlantic 
region, summer is the best time because it per- 
mits of out-of-door sports. 

(b) An employee working in the hot southern 
climate of Florida or Louisiana might profit 
considerably more by a summer vacation and 
getting away from the heat, whereas one working 
in Minneapolis or St. Paul might profit by get- 
ting away from the extreme cold. 

(c) Most vacations are taken in the summer 
because a more satisfactory vacation can be 
found by the average employee at less expense in 
summer than in any other season. However, 
medically, I believe that it would be better to 
divide a vacation in order to have both a winter 
and summer vacation, especially if the leave is 
longer than two weeks. On the other hand, in- 
dividuals who travel great distances for their 
vacation prefer it undivided, as do others who 
like certain types of exercise, i.e., skiing in the 
winter, etc. 

4. If an individual is entitled to two, three, 
or four weeks, should the vacation be taken at 
one time or is it more advantageous from a 
health standpoint to divide the vacation into 
two periods at certain intervals apart? 

(a) It is better to have the vacation undi- 
vided so as to have as long a period of relaxation 
as possible. 

(b) From the viewpoint of health, small 
breaks in routine for a week at a time are defin- 
itely more profitable than a longer vacation. How- 
ever, other elements such as feasibility, the de- 
sirability of travel, a vacation of children in the 
family, and so on, must be given consideration. 

(c) Younger people should have shorter per- 
iods of vacation and older people should have 
longer periods of vacation. 

5. Is a vacation of two weeks enough time 
for the average person in one year? Is there 
any medical basis as to the length of vacations? 

(a) Two weeks is generally long enough for 
the average person and should be the minimum 
time allowed. 

(b) “Maybe” two weeks vacation is enough 
time for the average person in one year. Don’t 
know of a medical basis for vacations unless 
it is hemoglobin or blood pressure test. 

6. Should vacations be on an individual need 
basis? 

(a) The medical director or plant physician 
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should have the authority to extend vacations 
when in his opinion such action is necessary. 
(b) For large organizations it would be rather 
difficult to have individual vacation plans. How- 
ever, if the medical division deems it necessary, 
certain individuals may have longer leave periods. 
7. Should employees be permitted to accumu- 


late vacation time after completing 15, 20, or. 


25 years, so they can take an extended trip on 
their vacation every two or three years? 

(a) Yes, if the employee wishes to do so. 

(b) Question of company policy rather than 
a matter of health. 

(c) The majority of companies stipulate that 
vacation time be completed within the year, but 
the Civil Service Commission has a system of 
crediting annual and sick leave as do the U.S. 
Public Health Service and the Army. The plan 
in the Civil Service Commission is discussed in 
“A Guide for Supervisors in Administering 
Leave—Regulations and Standard Methods,” 
1944, the U. S. Civil Service Commission, Wash- 
ington, D. C. Perhaps any additional time after 
two weeks could be accumulated to allow for a 
long trip. 

(d) Employees should be permitted to accum- 
ulate vacation time after completing 15, 20, or 
25 years, so they can take an extended trip on 
their vacation every two or three years. 

8. What is the best way to make a practical 
analysis of the value of vacations in industry? 

(a) The best way is to get from each employee 
a statement as to his or her opinion after he or 
she has returned from a vacation. 

(b) There seems to be considerable evidence 
from industrial firms that absenteeism, turn- 
over, and production are favorably affected by 
vacation plans. I feel it would be better to select 
comparable groups from many industries for 
study to get the best over-all picture. 

(c) In making a practical analysis, I suggest 
using several groups of industries, testing before 
and after a week’s work, a week-end, and vaca- 
tions of various types. The test to include record 
of work accomplished the week before compared 
with the work the week after vacation. 


What is an Adequate Vacation? 
HAT should we expect from a vacation? Suf- 
ficient change to break monotony or give new 
experiences? Rest and relaxation sufficient to 
rekindle interest in work? Store up reserve 
energy? If work is challenging and one gets a 
thrill or a pleasure out of it, there seems to be 
less need for a vacation. A good night’s sleep, 
a good week-end change and rest may be suf- 
ficient to keep one in tip-top condition. Too often 
worry or tension interposes and interferes with 
sleep. Then routine rest and relaxation, evenings 
and week-ends, are not enough, and reserve 

energy is gradually exhausted. 
As we go up the echelons of responsibility, 
pressures mount and the need for longer vaca- 
tions increases. We all agree that those in the 
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higher managerial brackets have more continu- 
ous demands upon their energies. Major and 
minor executives are unable to abandon their 
responsibilities at the end of the day or the 
week. Continuously they ponder their problems, 
and many early form the habit of taking their 
work home with them. I have been close enough 
to individuals who carry heavy loads to know 
they deserve every benefit and protection that 
can be thrown about them in the way of wise 
medical supervision and more frequent and 
longer vacations. 

With increasing demands upon leaders in in- 
dustry and the business world generally, there 
has been a mounting toll of breakdowns of ex- 
ecutives in the ages near 50. This has made 
everyone more conscious of the necessity for 
providing proper vacations. 

In discussing what is an adequate vacation, 
one’s interest is aroused as to how the traditional 
vacation of two weeks was determined. Nothing 
that I have found in the literature throws any 
light on this. I assume that in the beginning 
owners and proprietors were the only ones who 
had vacations—usually these were short. Busi- 
nesses and factories were small; management 
staffs were small; managers and supervisors 
could not be spared for long, and probably one 
week was all that was allowed at first. Gradually, 
no doubt, the number in the offices grew, and 
vacations were not only extended but given to 
more and more individuals. It is safe to assume 
that, as we see vacations being extended and 
liberalized now, so they were extended step by 
step in the early days of our developing indus- 
trial life. 

It seems that we are moving in the right direc- 
tion as regards vacations. There are (1) vaca- 
tions for more workers, (2) longer vacations, 
and (3) they are now granted as a reward for 
past service and to conserve health. 

Twenty-five vears ago two-week vacations were 
the limit and quite common among executives 
and office workers. During the years since, 
workers in factories have come into their own 
with paid vacations of approximately two weeks. 
Now four out of every five employees are eligible 
for paid vacations provided they meet the re- 
quirements as to length and regularity of service. 


Health Considerations 
ORE consideration from a health viewpoint 
needs to be given to vacations. In the past 
the major reason for vacation was to have a 
holiday, new experiences, and a good time with 
little reference to health needs. 

According to Dr. Charles I. Singer® of Long 
Beach, New York, in his report in the Journal 
of the American Medical Association in 1939: 
“More than 35,000,000 people take part in vaca- 
tion migrations, using all means of transportation 
and spending the incredible but carefully esti- 
mated sum of $5,000,000,000 yearly. These mi- 
grations are not studied from a medical point 
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of view, nor are they directed or supervised. 
They are governed mostly by vogues, whims, 
fads born out of hearsay evidence. The public 
might derive optimal health benefits from these 
vacations but never will unless the medical pro- 
fession will recognize and develop the enormous 
possibilities lying dormant within them.” 


HE following data on five important factors 

in vacation migrations, collected from state 
health, conservation and highway departments, 
are here presented from Dr. Singer’s report. 

1. Seasonal Characteristics—Greater portion 
(about 70%) take place in summer, about 20° 
in winter, about 10% in fall and spring. 

2. Geographic Data—Typical vacation states 
are (a) New England, New York, and New Jer- 
sey, (b) Florida and the Gulf States, (c) Cali- 
fornia, (d) the Great Lake states, and (e) the 
desert states (New Mexico, Arizona, and Colo- 
rado). 

3. Geologic Milieus—The milieus most popular 
are in the order mentioned: (a) seashores, lake- 
shores, (b) altitudes, and (e) deserts. 

4. Duration of Stay—TvTourists staying less 
than 10 days within a state constitute 65%. 
Vacationists staying more than 10 days within 
a state constitute about 35% of migrants. 

5. Distance Covered—Interstate migrations: 
(a) long distance migration which is typical 
with tourists in summer and vacationists in 
winter, (b) short distance migration by vaca- 
tionists in summer. Intrastate migrations: very 
short vacational migrations within a state, usual- 
ly in the summer, for instance, from valley to 
mountain, and from inland to seashore. 

“Motivating Factor: Instinctive motivating 
factor is drive for climatic change—three main 
forms of climatic therapy: (1) plain climatic 
change, (2) selective utilization of climatic fac- 
tors (sunning, bathing, open-air exposure), (3) 
use of climate as background in special types 
of therapy, i.e., treatments for arthritis, carbon 
dioxide baths for cardiovascular diseases, and 
inhalation therapy in chronic bronchial con- 
ditions. 

“The average American is not chiefly con- 
cerned with improving his state of health during 
his vacation....It is different with the Euro- 
pean. Based on 10 years of European medical 
activity devoted to the study of health resorts 
and to treating chronic sick, it is safe to say 
that, of 100 chronic sick Europeans visiting con- 
tinental health resorts, 75 or more are sent there 
by the family physician or by a consultant. Dur- 
ing their stay, they are under the supervision of 
the spa physician. It is traditional with the 
European to take his vacation regularly and to 
consider it to be a very important constructive 
period of life. Whether he feels ill or not, he 
consults his physician about the site of his vaca- 
tion .... Whereas the European vacation is medi- 
cally directed and supervised, the American va- 
cation is undirected. 
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“Pitfalls of undirected mass vacation migra- 
tions: 

1. Qualitative: (a) faulty selection of the 
place of vacation; (b) disregard of climatic con- 
tra-indications; (c) continuation of faulty habits 
of living during vacation, as in eating, clothing, 
and sleep. 

2. Quantitative: (a) too short a vacation; 
(b) insufficient utilization of climatic factors; 
(c) over-exposure to climate with consequent re- 
actions; (d) excessive activity during vacation. 

“The American public does not know that for 
a healthy individual a medical vacational guid- 
ance is advisable, and that in the sick it is im- 
perative. People should be taught to know this.” 

Dr. Morris Fishbein,® in his article, “It’s Doc- 
tors Orders,” published in Holiday in March, 
1946, stated that a vacation should cause a per- 
son to forget his usual occupation and habits. 
Desk workers, clerks, etc., should preferably 
spend vacations in activity involving muscular 
exercise. Experts in treatment of heart disease 
recommend 15-minute periods of relaxation, best 
taken by sitting in a comfortable chair with eyes 
closed, the mind at rest, the feet elevated, and 
every muscle relaxed. Dr. Fishbein further said 
that the chief factors in a healthful vacation 
include change in occupation, lots of time in the 
sunshine and open air, plenty of rest, association 
with congenial friends, freedom from insistent 
routine. A good vacation is over when you begin 
to yearn for your work. 

Dr. Harold Diehl has said that time may come 
when we will have rest clubs as well as athletic 
clubs. 

An editorial entitled “The Worker’s Holi- 
days,” in the British Journal of Physical Medi- 
cine and Industrial Hygiene in 1946, stated that 
all workers by hand or brain should have annual 
vacations which should be long enough to allow 
both rest and recreation as well as long enough 
to justify traveling to a different environment. 
The vacation should vary according to the per- 
son. Vacations suitable for city clerks are not 
suitable for miners. 

Currently in INDUSTRIAL MEDICINE AND Sur- 
GERY, there is the only statistical study I know 
of, on the effects of vacations on employees’ 
health, entitled, “The Contribution of Vacations 
to Employee Health,” by Mary D. Owen,*® This 
bears out many of the conceptions previously 
assumed. After interviewing 300 employees upon 
their return from their vacations, Miss Owen 
found among her conclusions that a vacation of 
two consecutive weeks has a distinct advantage 
over that of one week as far as maximal health 
benefits are concerned. This study deserves com- 
mendation for its effort to evaluate the health 
benefits of vacations to employees. 


Can Adequate Vacations Prevent Breakdowns? 
WE ARE interested in vacations because of their 


benefits to health and well-being. If their 
beneficial effects can be enhanced and they can 
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produce more physical and mental endurance, 
less rigidity of attitude, and freedom from the 
accumulation of mounting fatigue; if vacations 
each year can dispel the ennui and physical 
fatigue and renew interest in the year’s work 
ahead, then to some extent breakdowns can be 
averted. To be sure, breakdowns do not come 


because one fails to take a vacation; there are. 


many factors involved; but a proper vacation in 
a well-ordered life will go far to prevent them. 
A vacation, all other factors being reasonably 
equal, will go a long wav in maintaining health. 
A change of scene, a constructive activity, rest 
and relaxation will be a re-creating force in the 
year-to-year routines. 

If the need for vacations is largely due to 
worry as some have contended, then the desire 
to get away from the irritation and dissatisfac- 
tion of life is natural. Dr. J. F. Williams, in 
“The Business Man and His Health,” points out 
that life to some may be compelling and thrilling, 
thus holding one’s interest and demanding one’s 
best. “Thrills are a daily experience because 
what one does has meaning. Life, then, that 
is satisfying has all the elements of a perpetual 
vacation. To others, troubled and bored, the 
earliest and longest vacation possible is an es- 
cape—a short period of Nirvana in an ocean of 
discontent. 

“Between these two extremes—life that is fu- 
tile and life that is thoroughly satisfactory— 
there are many patterns. In some, many re- 
sponsibilities are irritating and few duties bring 
joy; in others, the reverse obtains. Each person 
has his own peculiar assortment. It is obvious 
that the better-organized life has more satisfac- 
tions. One so fortunate feels a lesser need for 
vacations. For many persons in the modern world 
the rigidities of circumstances, social, economic, 
cultural, or professional are so sharp and fixed 
that vacations are welcome ways of escaping 
from a kind of life that they would change if 
they could.” 

As Dr. J. F. Williams says, “It is apparent then 
that the need for vacation arises out of the kind 
of life one lives. Occupation may have very 
little to do in determining the need, although of 
course some occupations seem to be more sterile 
and lacking in satisfaction and more pregnant 
with irritation, than others....Since vacations 
arise out of the life we live, vacations should 
be made to serve us according to our needs.” I 
think one may assume that Dr. Williams is 
speaking here of vacations more from the spirit- 
ual need than as routine yearly relief from phys- 
ical strain. 

The maladjusted employee, whether in the 
higher or lower brackets, will presumably need 
surcease from routine duties more often than 
he who is mature in spirit and has found his 
niche in the world. 

How often we as physicians in industry have 
seen employees who really need more than the 
customary two or three weeks. Isn’t it usually 
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the result of a life poorly planned? Sometimes, 
of course, it is due to misfortunes. Whatever 
the cause, some employees do very well with the 
regular allotment, while others need extra time. 
It is a fact that a fairly large number of in- 
dividuals do not endure strain as well as others. 
The rigidities of routine tend to make some 
of us old before our time, wear us down to the 
point where we cannot stand as much as for- 
merly. This is the group of employees who, not 
having been able to round out their lives with 
the relaxations and pauses of soul-satisfying in- 
terests, have succumbed to it all, and can only 
continue with extra vacations. It seems clear 
that a vacation should provide what one needs. 


ANY times I have been asked in what way 

vacations could contribute more to the health 
and longevity of our executives. I think we have 
all been in the position where recommending 
additional vacation time was inevitable. After 
an individual has lost his health, so to speak, 
i.e., has exhausted himself to the point of re- 
quiring a long rest, one cannot avoid wondering 
what might have been done earlier to avoid the 
catastrophe. If health supervision has any value 
whatever, if the physician in industry believes 
in the doctrine of prevention, surely such meas- 
ures as periodic examinations ought to provide 
an opportunity for prescribing a better way 
of life, which will prevent undue fatigue and help 
to renew endurance and interest, before it is 
too late. 

I believe that periodic rest periods or more 
frequent and extended vacations can be most 
helpful in maintaining the health and longevity 
of individuals who work under great pressure. 
If the executive or department head cannot get 
away for a vacation when you think he should— 
and how many times we have heard this excuse— 
then perhaps he can be persuaded to extend his 
week-ends, i.e., stay home or go to some nearby 
favorable spot, from Thursday evening until 
Tuesday morning. This will give four days 
which is a reasonably good break in routine, 
and not so long that his desk will be piled too 
high with accumulated work upon his return. 
One instance of trying this every third week-end 
was enough to get a busy man through a winter 
season when he had to forego an extended va- 
cation. Such part-time rest periods are helpful 
in lieu of a real vacation. This arrangement 
is somewhat in keeping with the theory that 
two fairly short vacations are better than one 
extended absence from the office. Anyone can 
withstand the pressure for six months better 
than for 11 months. 

More should and can be done in not only 
recommending the time of a vacation at the time 
of a periodic check-up but the kind of a vacation 
as well. We need to have more medically-advised 
vacations. One should have the kind of vacation 
which will soften the rigidities and reduce the 
age-producing habits and attitudes. 
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[8 CONCLUSION: _ 

1. On routine jobs with a five-day week, the 
present trend of two weeks’ paid vacation, with 
an additional week for length of service, is a 
good advance over previous years and is a step 
in the right direction. We have no proof that 
two weeks is enough. 

2. For older employees, executives and de- 
partment heads, especially those carrying un- 
usual responsibility, longer vacations should be 
provided. Three to four weeks, sometimes six, 
seem indicated. Where possible split vacations 
are beneficial, i.e., two vacations, approximately 
six months apart, provided one is at least for 
two weeks. 

3. Where periodic medical examinations are 
made, or for other medical reasons, vacations 
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garding the value of relaxation through hobbies, 
and proper exercise and recreation throughout 
the vear, untimely breakdowns should be pre- 
vented. 
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Laboratory Hazards 


H. FAWCETT, General Electric Company, Schenectady, New York, at the Detroit 
H. meeting of the American Chemical Society at Detroit, in April, cited the numer- 
ous hazards associated with laboratory operations. “Appreciation of safe practices and 
the proper respect for chemicals are as important as the formal knowledge which the 
student is expected to absorb.” Poisoning, chemical burns, fire, electric shock, and 
glass cuts are the five worst laboratory hazards, and of the five, toxicity “ is probably the 
most pernicious and least commonly appreciated.” Few college courses include more 
than superficial references to poisoning, possibly because its seriousness was not recog- 
nized until recently, yet “silica, lead, mercury and benzene, to mention four examples, 
have claimed many lives.” It is a mistake to assume that laboratories escape toxicity 
problems simply because smaller quantities of chemicals are involved. “Fumes from 
one cupful of carbon tetrachloride breathed in a very poorly ventilated area may cause 
death, while one teaspoonful of this solvent has been fatal when swallowed.” Chemical 
burns are usually dramatic, painful, and slow to heal, and hence the severity of such 
burns from one kind of acid differ from those caused by another. “Exact treatment for 
a particular exposure is extremely vital, as was emphasized several years ago at an 
Eastern women’s college. A coed had burned herself with concentrated sulfuric acid. 
She suffered more from the 40% sodium hydroxide which misinformed people applied to 
her burns than from the acid. A lawsuit awarded her several thousand dollars for 
the resulting facial disfiguration.” Fires and explosions have occurred often enough 
in laboratories so that fire prevention is usually recognized as a necessary part of run- 
ning a laboratory, but there are enough flammable solvents lying around almost every 
laboratory to produce a holocaust, and younger chemists do not always appreciate the 
potential fire hazards with which they are working. Moreover, the never-ending parade 
of new compounds and mixtures continually poses new problems in fire protection as 
well as in toxicity and burns. Although electric shock usually is associated with high- 
voltage work in physics, low voltages used in chemical laboratories may be equally 
lethal. A current of as little as 5 milliamperes—-far less than is needed to light an 
average household bulb—may be fatal. Glass cuts constitute an ever-present threat in 
the laboratory, and even experienced chemists occasionally suffer severe lacerations. 
The experience of one large university suggests that there is one serious hospital case 
from glass cuts for every 400 students during the first three laboratory periods of 
sophomore chemistry. “Glass is especially violent under pressure or vacuum, there be- 
ing several cases on record of flying pieces of glass puncturing through to the heart as 
laboratory apparatus exploded.” In view of the nature and extent of the hazards in- 
evitably found in the chemical laboratory, “accident prevention should confront the stu- 
dent in high school chemistry and extend through college to industrial work.” 














VoL. 19, No. 6 


INDUSTRIAL MEDICINE anp SURGERY 


Page 299 














ASSOCIATION NEWS 








Philadelphia Interstate Association 

OR several years there has been a desire among 
F our Philadelphia members and Fellows to organ- 
ize a Compenent Society in the Philadelphia area. 
The development of this new society is well described 
in the letter by DR. JOHN M. KIMMICH, Secretary, as 
follows: “The industrial physicians and surgeons of 
the Philadelphia area, have organized the PHILA- 
DELPHIA INTERSTATE ASSOCIATION OF INDUSTRIAL 
MEDICINE. Preliminary work was begun late last 
summer by a vigorous organizing committee from the 
Industrial Medicine Section of the Philadelphia 
County Medical Society. The Committee members 
were: CHARLES-FRANCIS LONG, M.D., (Chairman), 
Bayuk Cigar Company; R. RALPH BRESLER, M.D., 
Sharp & Dohme; HAROLD £. BRICKER, M.D., Electric 
Storage Battery; HEINRICH BRIEGER, M.D., Associate 
Professor Industrial Hygiene and Industrial Medi- 
cine, Jefferson Medical College; GLENN 8S, EVERTS, 
M.D., Curtis Publishing Company; LEOPOLD s. VAC- 
CARO, M.D., Warner Construction Company. The 
charter members of our new group met at a Foun- 
ders’ Dinner, February 18, 1950, to unite the phy- 
sicians who are devoted to industrial medicine in 
southeastern Pennsylvania, Southern New Jersey, 
and Delaware, into a strong closely-knit group with 
common local interests. DR. E. C. HOLMBLAD addressed 
the meeting and gave helpful advice and assistance. 
The following Committees were appointed with in- 
structions to report at the next meeting: Constitu- 
tion and By-Law Committee: LEOPOLD S. VACCARO, 
M.D. (Chairman); R. RALPH BRESLER, M.D.; F. BENE- 
DICT LANAHAN, M.D., Electric Storage Battery; HAR- 
OLD E. BRICKER, M.D.; A. KERN LINDER, M.D., Atlantic 
Refining Co., W. D. FRAZIER, M.D., Baldwin Locomo- 


M.D. (Chairman), JOHN M. KIMMICH, M.D., Camp- 
bell Soup Company; HEINRICH BRIEGER, M.D. The first 
formal meeting was held on March 23, and it was 
then decided to call our group the PHILADELPHIA 
INTERSTATE ASSOCIATION OF INDUSTRIAL MEDICINE. 
In this manner, the term “Tri-State” was removed 
from our title. This was the only point in our 
program which had not received the full blessing 
of the NEW JERSEY ASSOCIATION OF INDUSTRIAL PHY- 
SICIANS AND SURGEONS. A permanent Constitution 
and By-Laws were accepted with the understanding 
that time did not permit their study and that there 
would be revisions and corrections at the next meet- 
ing. The following officers were elected: 

President, R. RALPH BRESLER, M.D. 

President-Elect, F. B. LANAHAN, M.D. 

Secretary, JOHN M. KIMMICH, M.D. 

Treasurer, A. KERN LINDER, M.D. 

“The Directors will be elected at the next meeting. 

“DR. LEO PRICE, of the Union Health Center of 
New York, gave us a very informative talk about 
the health service developed by the Ladies’ Gar- 
ment Workers. 

“We feel as if we are adequately launched and 
well under way toward a program of greater ad- 
vancement of the science and art of industrial medi- 
cine and surgery in the Philadelphia interstate area. 
And we respectfully petition our parent organiza- 
tion to grant us the status of one of its Component 
Societies.” 

This petition was presented to the Board of Direc- 
tors’ meeting Tuesday, April 25, 1950, by DR. R. 
RALPH BRESLER, President, and the new Association 
was accepted as a Component Society by unanimous 
vote, with a starting group of 76 members and 
prospects for many more, 


tive Co. Nominating Committee: GLENN S. EVERTS, 


At the 35th Annual AAIP&S Meeting 


+ (1) Dr. Edward C. Holmblad receiving the Knudsen Award; Dr. Earl F. Lutz, making 
the presentation. (2) The Officers of the new Philadelphia Interstate Association of 
Industrial Medicine—Dr. F. B. Lanahan, President-Elect; Dr. A. Kern Linder, Treasurer; Dr. R. 
Ralph Bresler, President; Dr. John M. Kimmich, Secretary. (3) Dr. Alfred H. Whittaker, retiring 
President, about to hand the gavel to Dr. Edward H. Carleton, newly elected President. (4) Dr. 
George F. Wilkins, newly elected Second Vice-President. (5) Dr. C. Richard Walmer, awarding 
the Association's Citation for Health Achievement in Industry to John D. Bradley, Executive 
Vice-President, Bradley Mining Company, of Stibnite, Idaho. (6) Dr. Jerome W. Shilling, 
Association Director. (7) Dr. Otto P. Geier, and Dr. Loyal A. Shoudy. (8) Dr. Harley L. Krieger, 
Dr. T. Lyle Hazlett, and Dr. William A. Sawyer. (9%) Dr. Carey P. McCord, awarding the 
Association's Citation for Excellence in Medical Authorship to Dr. Rutherford T. Johnstone. 
(10) Dr. Daniel L. Lynch presenting the Association Award for Meritorious Service to A. D. 
Cloud, Publisher of “Industrial Medicine and Surgery.” (1!) Dr. William A. Sawyer, and Dr. 
H. F. Wilson. (12) Dr. Floyd E. Shaffer, and Dr. Loyal A. Shoudy. (13) Dr. Harold A. Vonachen, 
Dr. Daniel L. Lynch, and Dr. Robert Collier Page. (14) Dr. and Mrs. John Howard Johnston. 
(15) Dr. E. C. Binstadt, Dr. Robert T. Legge, Dr. Otto P. Geier, Dr. William A. Sawyer, and 
Dr. T. Lyle Hazlett. (16) Colonel Wesley Cintra Cox, and Dr. Daniel C. Braun. 
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“Individual Effectiveness” 


ILLIAM H. SEYMOUR, of Liberty Mutual 

Insurance Company, recently lifted the 
phrase “individual effectiveness” out of a some- 
what casual background and made it a perma- 
nent and important fixture in the nomenclature 
of industrial medicine.* Preferable to “health,” 
and much more meaningful than “efficiency,” 
this phrase really expresses “the summation of 
all the factors that affect a person’s productive 
capacities.” MR. SEYMOUR defines the 100% 
status of “individual effectiveness” as “the abil- 
ity of a worker to perform his chosen work well, 
without harm to himself, and to live well in the 
environment outside the plant.” His forceful 
exposition of the philosophy implicit in this con- 
cept is well worth careful study. The main- 
tenance of “individual effectiveness” where it 
is, and its recovery or development where it 
isn’t, are the aim and purpose of preventive 
medicine, and thus of industrial medicine. As 
to the realization of this aim and purpose, MR. 
SEYMOUR says: “Some industrial physicians have 
taught the person who has a cardiac defect the 
importance of working and playing within his 
cardiac reserve. They have taught the diabetic 
person the necessity of dietary discretion and of 
continuing medical check-ups. They have pic- 
tured the problem of a varicose ulcer to the man 
with varicose veins to persuade him to get pro- 
per treatment before disability occurs. They 
have taught the worker with osteoarthritis how 
that condition limits his activity and have 
helped him to keep within that limitation. They 
have steered the worker to the proper com- 
munity facilities. They have set up group health 
educational programs and, through pamphlets, 
posters, films, group counseling and health com- 
mittees, have sought to stimulate health con- 





*SEYMoUR, WILLIAM H.: “Extending the Potential of Indus- 
trial Health.” Arch. Indust. Hyg. & Occup. Med., 1:2, 181 
(February), 1950. 


sciousness among the workers and their families. 
Some industrial physicians have helped manage- 
ment to understand the importance of employee 
health, to translate the philosophy of preventive 
machine maintenance to preventive human main- 
tenance, and to foster the development of em- 
ployee health programs. Not all industrial phy- 
sicians have done all of these things, but many 
of them have—and all of them can.” We be- 
lieve this could be carried further: all of them 
want to. No one is more sensitive than the in- 
dustrial physician to the fact that, from the 
standpoint of maintenance of “individual effec- 
tiveness,” the man who is sick and doesn’t know 
it, needs the doctor as badly as the one who 
goes to him with definite symptoms. The mil- 
lion or more undiagnosed diabetics so frequently 
mentioned in this month’s “Symposium on Dia- 
betes in Industry” (pages 257-288) are examples. 
In this connection the multiphasic screenings 
now going on for T.B., eye conditions, cancer, 
heart troubles, diabetes, etc., furnish an em- 
phasis, and a suggestion. The emphasis is on 
the ability of a worker to be individually effective 
with, and in spite of, almost any of a number 
of physical deficiencies. The suggestion is con- 
cerned with the parallel between the industrial 
physician’s interest in the worker who is sick 
and doesn’t know it, and the parable of “the 
ninety and nine.” 


Four Million Too Many 

I’ RUSSELL L. ROBERTSON’S article last month, 

“The New Federal Census of Manufacturers” 
(INDUSTRIAL MEDICINE AND SURGERY, 19:5, 243, 
May, 1950), the figure for “Civilian Labor 
Force, Total,” in Table I-A, on page 244, should 
have been 61,500,000. And in Table III on the 
same page, the first figure under “20-99” should 
have been 190,000, instead of 199,500 as it was 
printed. 














A 
simplified 
Regimen 
for 
Urinary 
Antisepsis 


MANDELAMINE 


BRAND OF METHENAMINE MANDELATE 


a —3 or 4 tablets t. i. d. 


i, a “ ..1 Gm. of Mandelamine administered by mouth three 
i| i (| ale or four times daily will, in the presence of normal renal 
function, produce and maintain antibacterial concentrations 


of Mandelamine in the urine.’”! 
“The administration of Mandelamine maintained an acid 


Sen on urine without dietary restriction or other drug therapy, 
vrese-e.o excepting in those cases in which urea-splitting organisms 


PWT Ec ~¢ CATED 


MANDELAMINE were present.””2 

Sy itnamrer, manele MANDELAMINE®* js indicated in urinary-tract infections 
such as pyelitis, pyelonephritis, nephroptosis with pyelitis, 
cystitis, prostatitis, nonspecific urethritis, and infections 
associated with urinary calculi or neurogenic bladder. 
MANDELAMINE is distinguished for its virtual absence of 
the side-effects and drug-fastness so commonly associated 
with urinary antisepsis. 


OUTSTANDING ADVANTAGES 


1. Wide antibacterial range — including both gram-negative 
and gram-positive organisms 

2. No supplementary acidification required (except when 
urea-splitting organisms occur) 

3. Little or no danger of drug-fastness 

4. Exceptionally well tolerated 

5. No dietary or fluid regulation 

6. Simplicity of regimen —3 or 4 tablets t.i.d. 

SUPPLIED: Bottles containing 120, 500, and 1,000 enteric- 
coated tablets; each tablet 0.25 Gm. 


Literature and Samples on Request 


1. Scudi, J. V., and Reinhard, J. F.: J. Lab. & Clin. Med. 33: 
1304 (1948). 2. Carroll, G., and Allen, N. H.: J. Urol. 55: 674 (1946). 


NEPERA CHEMICAL CO., INC. Phanmaceritioal Manufacturers. NEPERA PARK + YONKERS 2, N.Y. 


*MANDELAMINE is the registered trademark of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 




















NEWS, COMMENT, OPINION 








Good Morning 

wo out of three Americans eat 

too little for breakfast. This 
bad habit of skimping what nu- 
trition experts consider the most 
important meal of the day is 
causing noticeable loss of ef- 
ficiency at work and of fun at 
play, much ill health, many in- 
dustrial accidents and a lot of 
bad manners. 


—From “What Do You Eat For Break- 
fast?’’; Reader’s Digest, May, 1950. 





Food-Service 

ONCLUSIONS from a food-serv- 

ice survey in 26 factories by 
Paper Cup and Container Insti- 
tute: (1) Small industrial plants 
that have tried a food-service 
consider it valuable enough to 
say they are willing to subsidize 
it where necessary. (2) Small 
plants need a food-service system 
which is self-supporting despite 
low patronage and flexible enough 
to accommodate changes in the 


@ Kwell Ointment is the answer to the need fora 
pediculicide and scabicide that is dependably antiparasitic 
but nontoxic for man. 

Providing 0.5 per cent gamma benzene hexachloride 
in a vanishing cream base, Kwell Ointment eradicates 


scabies in more than 90 per cent of patients after a single 


application. Yet it is so non-irritant that it does not pro- 
duce secondary dermatitis and can be applied to areas 
showing secondary pyogenic infection. 

Kwell Ointment is odorless, greaseless and stainless, 
and is easily removed from sleeping garments and bed 
linen. Because of its blandness, high degree of efficacy, 
and its cleanliness, it is ideally suited for controlling out- 
breaks of pediculosis in school children and in institu- 
tions. Supplied in 2 oz. and 1 Ib. jars. 


of 





LS 


Page 26 


CSC Ftarmaceidcds 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION 
17 EAST 42ND STREET, NEW YORK 17, NEW YORK 


WELL ounyger 





work schedule. Nobody has found 
a formula that fits every plant, 
but small factories are experi- 
menting with their own solutions. 
(3) Many small plants could im- 
prove their service and cut costs 
by trying systems other than the 
standard plant cafeteria. (4) 
Mobile carts and canteens are 
not only more popular with em- 
ployees than full service cafe- 
terias, but generally pay for 
themselves. 


Arteriosclerosis Tests 


SSIBLE: a chemical test 

for detecting the principal 
form of arteriosclerosis— 
hardening of the arteries— 
before symptoms of the dis- 
ease appear. Studies now 
under way at the University 
of California at Berkeley. 
Research on the mechanism 
of blood transport of fatty 
acids, phospholipids, and cho- 
lesterol disclosed that there 
is at least one type of cho- 
lesterol-bearing giant mole- 
cule in the blood of all per- 
sons. In addition, other types 
of cholesterol-bearing giant 
molecules are present in the 
blood only in certain per- 
sons. These are the ones 
associated with the presence 
of arteriosclerosis. Further 
studies will be required to 
determine the role of these 
“defective” molecules in the 
blood. 


—Chem. & Eng. News, 28: 
10, 752, March, 1950. 


Air Pollution 


A HANDBOOK of helps on air 

pollution control, includ- 
ing the assessing of smog 
hazards in narrow valleys, 
chemistry of smog, and be- 
havior of smoke from stacks, 
is announced by Industrial 
Hygiene Foundation at Mel- 
lon Institute. DR. GEORGE D, 
BEAL, Assistant Director of 
Mellon Institute, discusses 
stream pollution control in 
the bulletin containing the 
Transactions of the Indus- 
trial Wastes Conference held 
in connection with the Foun- 
dation’s last annual meeting. 
WARD F. DAVIDSON, Research 
Engineer, Consolidated Edi- 
son Company of New York, 
reduces to engineering terms, 
for the first time, theories 
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on how stack dust ana 
smoke are dispersed in re- 
lation to stack and build- 
ing heights, gas velocity, 
temperature and _ other 
factors influencing § air 
pollution. In discussing 
the ventilation of valleys, 
PROFESSOR H. C. WILLETT, 
of Massachusetts _Insti- 
tute of Technology, dis- 
closed that “once a smog 
is established, it tends to 
assi.t its own perpetua- 
tion.” This publication is 
available to non-members 
of Industrial Hygiene 
Foundation at $2.00 per 
copy. 


In Seasickness 
IR FORCE medical re- 
searchers have found 
that benadryl, hyoscine, 
and artane are as effec- 





ONOX 
is used by 
71% of the largest 
industrial plants in the U. S. A. 


tive tn prevention of see- bs orse sense about ATHLETE’S FOOT 


according to a_ prelimi- 

nary report. Recent ex- 

periments were conducted | 
aboard the Army trans- 
port “General Maurice 
Rose,” a 16,000-ton ship | 
sailing between New York 
and Bremerhaven, Ger- | 


many. Approximately | 
1,000 troops acted as vol- ‘a 
unteer subjects on the 


round-trip voyage, differ- 
ent groups being used on 
each leg of the journey. 
It was found that bena- 
dryl, useful in airsickness 
but not previously tested 
on a large scale as a pre- 
ventive of  seasickness, 
was as efficient as drama- 
mine. Benadryl, which is 
similar in composition to 
dramamine, has also been 
used in treatment of al- 
lergies, such as hay-fever 
and hives. The experi- 
ments were conducted to 
test several drugs which 
had been proposed as use- 
ful in prevention of mo- |WA® 
tion sickness and to deter- 
mine if the antihistaminic | 
properties in some of the 
drugs made them valuable as 
motion sickness preventives. The 
researchers reported that the 
preventive and therapeutic ac- 
tions in motion sickness are not 
related to the antihistaminic 
qualities. 


It's in the Air 
1x chemical firms in South Bal- 
timore, Maryland, have been 


—O.P.I. Release. 


91 skin specialists condemn old-fashioned foot baths as being 
“illogical and potentially harmful to the skin.” 

(Archives of Dermatology and Syphilology for April, 1942.) 
The best way to prevent Athlete’s Foot, say these specialists, is to 
stop trying to disinfect the feet. Concentrate instead on improving 
the condition of the skin. 


A sound skin is nature's best protection against fungus attack 


That is good horse sense. And it’s the basic principle of the Onox 
skin-toughening method of Athlete’s Foot prevention. Instead of 
disinfecting the feet, Onox mineral salts toughen the shoe-softened 
skin and restore its natural resistance to fungus growth. No fungus 
growth—no Athlete’s Foot. 

The above statements are substantiated in tests made by Pease 
Laboratories, Inc. of New York, and the Department of Bacteri- 
ology of a large University. A summary of these tests is available 
on request. 


60-DAY Try Onox at our risk for 60 days. At the end of that time 
TRIAL you must be completely satisfied or you owe us nothing. 
OFFER For full details, write 


DEPT. M., 121 SECOND STREET 


ONOX, PING. san FRANcisco 5, CALIFORNIA 


EHOUSES: BROOKLYN, N.Y. - CLEVELAND - NEW ORLEANS + LOS ANGELES 


ite anit of the skin- dente: method of Athlete's Foot Prevention 


their operations. Baltimore claims 
its smog is worse than that at 
Donora, which caused a number 
of deaths in 1948. City Council- 
man W. J. Muth has announced 


charged with polluting the air 
with “noxious, foul-smelling, and 
injurious gases and vapors.” The 
companies—U. S. Industrial 
Chemicals, Inc., Mathieson Chem- 





ical Corp., Davidson Chemicals 
Corp., Du Pont Co., Activated 
Alum Corp., and Charles S. Wal- 
ton & Co.—had until March 15 
to show cause why an injunction 
should not be granted to halt 


that a crew from the Army Chem- 
ical Center at Edgewood, Mary- 
land, will survey industrial areas 
to determine extent and cause of 
contamination. 


—Chem. & Eng. News, March, 1950. 
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Can't Win 
[" 1s the disturbing premise of 
the practice of medicine that 
the doctor cannot win, Let’s say 
that when he saves a woman in 
childbirth he just adds her name 
to the list of potential victims 
of cancer years later. Let’s say 
the patient saved is a laboring 
man with pneumonia; all the doc- 
tor does is to add one more name 
to the list of potential candidates 
for heart disease. The doctor can- 
not win! Those who study these 
problems must come to under- 
stand the limitations on medical 


practice. They must understand 
that there are limitations on 
medical progress itself. The doc- 
tor can only change the age and 
cause of death. Medical care can 
never be adequate, despite the 
fact that the term ‘adequate’ is 
used by those who seek to decide 
who and how and where and why 
medical care will be provided. 
There is no adequate medical 
care for the family of a dying 
man. But the quest for better 
health, for longer life, for im- 
proved medical care will never 
end—it will go on and on. All 


Through the years the name B-P 
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has come to mean 


certain things to the 


SURGEON 





Bard-Parker regards the sale of 
B-P RIB-BACK BLADES as not the 
end of a transaction, but as the 
beginning of an obligation, 
shared equally by the factory 
and the dealer, to deliver to the 
buyer the utmost that has been 
built into those blades. 


Ogg « 


Ask Your Dealer 


BARD-PARKER COMPANY, INC. 
Danbury. Connecticut 






that medical care can become is 
better. We are not talking about 
a black and white question. We 
are talking about a problem in 
which there are only shades of 
grey. We can only improve; we 
cannot perfect.” 


FRANK Dickinson, A.M.A. Bureau 
of Economic Research, quoted in 
Minnesota Med., April, 1950. 


Teeth Without Holes 


HE SODIUM fluoride method of 
preventing tooth decay is ap- 
parently not the last word. Last 
summer the American Water 
Works Association expressed 
willingness to put fluoride in 
drinking water if the public 
wanted such treatment and it 
health authorities approved. 
But now the complex sodium 
monofluorophosphate, devel- 
oped by Wayne White, at 
Czark-Mahoning Co., appears 
even more effective for both 
control and prevention of 
tooth decay. Tests on ro- 
dents at the University of 
Rochester showed that the 
monofluorophosphate is less 
toxic than sodium fluoride, at 
effective levels tooth enamel 
isn’t mottled, and growing 
teeth pick up more of the 
monofluorophosphate than 
the fluoride. Clinical experi- 
ments are planned for test- 
ing the new compound’s ef- 
fect on human teeth. 
—Chem. & Eng. News, 
28:15, April 10, 1950. 


Feet 


BOUT 30 big companies 
employ full-time chiro- 
podists, compared with only 
six such companies at the 
end of World War II. Sur- 
veys revealed that almost 
90°~ of workers at Du Pont, 
Wilmington, Delaware, were 
suffering from a “mechani- 
cal dislocation” of the foot 
bones; that less than 1% of 
the nation’s laundry workers 
had proper workshoes. 
—Modern Industry, April 


15, 1950. 
Today's Health 


ODAY’S HEALTH, the re- 
designed health magazine 
published by the American 
Medical Association, former- 
ly entitled Hygeia, made its 
appearance with the March, 
1950, issue. The editorship 
| has changed and the publi- 
| eation is now headed by Dr, 
WILLIAM W. BAUER, who 
states in his introductory 
editorial, that “health....is 
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148,920 hours of honor 


Yes, over 17 years of ANTISEPTIC # ANALGESIC 
professional use and respect 
in offices, clinics and hospitals 
...in BURN THERAPY. 


CARBISULPHOIL COMPANY 


3116 SWISS AVENUE, DALLAS, TEXAS EMULSION e OINTMENT 


*You're invited to request samples and 
clinical data. 











still a fundamental human desire um for display and patient use summer. Dates for the course are 
as a tool for better living. With in the waiting room of the plant June 5 to 30, July 3 to 28, and 
no deviation from its objective of dispensary. Its new format is July 31 to August 25. Priority 
providing health information in welcomed to the family of ma- will go to university personnel 
useful, understandable and at-_ terials used for the production of who have difficulty attending 
tractive form, the magazine better health attitudes in the courses offered during the winter 
which has served you for many American worker. months. The courses are open 
years under its traditional name _ to senior research personnel. 
comes to you now with a new Radioisotope Course Thirty-two participants will be 
name which expresses its un- T Special Training Division accepted for each of the three 
changed purpose in modern terms of the Oak Ridge Institute of repeated courses. This number 
—Today’s Health.” With good Nuclear Studies will conduct the is dictated by the laboratory 
illustrations and short articles, fifteenth, sixteenth, and seven- facilities available for use in 
the industrial physician will find teenth in its series of basic radio- the courses. A _ registration fee 
Today’s Health a welcome medi- isotope techniques courses this of $25 is charged for the course. 


for all inflammatory 
eonditions of the skin... 
regardless of cause 


DOMEBORO 


Mild, soothing wet dressings of Domeboro solution have been proved 

to be materially beneficial in all instances of acute cutaneous 
inflammation, regardless of cause. Existing in a state of continuous 
ionization, with a constant pH of 4.2, Domeboro wet dressings correct 
variations in pH values of the skin and thereby maintain the 

natural defensive mechanism of the integument against pyogenic 
infection.’ Equally important is the fact that use of Domeboro wet 
dressings precludes the danger of “over treatment dermatitis.” 


1. Combes, F. C.: The Wet Dressing. N. Y. Physician, 
Nov. 1949. 


An effective treatment for athlete’s feet 


and other superficial mycoses—soothing soaks of Domeboro solution to reduce inflama- 
mation, followed by topical application of FUNGI-TREAT, a new, easy-to-use, clinically 
proved* fungicide for the treatment of tinea pedis, tinea cruris and other superficial 
mycoses. 
2. Schwartz, L., Robinson, M. and Gant, J. Q.: A New 


Treatment for Superficial Mycoses. Industrial Medicine, 
18:6, 257-238, June 1949. 


Reprints and FUNGI-TREAT samples on request 


DOME CHEMICALS, INC. 123 WEST 64th ST.. NEW YORK 23, N.Y. 


Page 29 













Oe eee 



























¥, 
p ed 






























FOR MAKING “Seah Cn Binds, Pag 2 elas —— IN ENVELOPES Manufacturers 
WET DRESSINGS REST -BORO OR IN TABLETS NUCARPON ® 
_- ALUMINUM ACETATE Compound 

SPENT Ce MES + ppiNCIPAL INGREDIENT OF eas istic properties in the SYMP" Charcoal 
—- soe with astringent and antiphiogistic Props. | td healingm Tablets for 
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Dormitory or hotel facilities are 
available in Oak Ridge for par- 
ticipants. Application forms and 
additional information on _ the 
courses may be obtained from 
RALPH T. OVERMAN, Oak Ridge In- 
stitute of Nuclear Studies, P.O. 
Box 117, Oak Ridge, Tennessee. 


—Chem. & Eng. News, 28:10, 783, 
March, 1950. 


Nutritional and Industrial Poisons 


HE relation between diet con- 

sumed and poisoning from in- 
dustrial compounds, particularly 
benzene and the nitrobenzene sub- 
stances, unfortunately has been 
derived largely from uncontrolled 
clinical and laboratory studies. 
This misfortune has been stressed 
in previous reviews (Nutrition 
Reviews 1:92, 425 (1948); 6:215, 


bring some order out of the chaos, 
the Food and Nutrition Board of 
the National Research Council 
appointed a sub-committee on the 
relation of nutrition to toxic re- 
actions in industry (Nutrition 
Reviews 3:352 (1945). M. E. 
Shils and L. J. Goldwater (J. In- 
dust. Hyg. & Toxicol. 31:175 
(1949)) have prepared an article, 
at the request of this subcom- 
mittee, concerning the nutritional 
factors affecting the toxicity of 
certain hydrocarbons, particular- 
ly the benzene and nitrobenzene 
compounds, The review is a cri- 
tical one and again emphasizes 
the lack of control in many of 
the clinical and experimental 
studies which have been made. 
Although the conclusions of the 
authors do not represent neces- 


dations of the National Research 
Council, they appear to be based 
upon sound judgment. With re- 
spect to trinitrotoluene (TNT) 


and related compounds, the 
authors conclude that a deficiency 
of protein with or without large 
amounts of fat in the diet pre- 
disposes to damage the liver. The 
same is true of ascorbic acid de- 
ficiency. Despite this, milk and 
ascorbic acid have not heen shown 
to be specific prophylactics 
against TNT poisoning. The best 
evidence would appear to indi- 
cate that well-balanced meals 
containing adequate protein and 
moderately low in fat should be 
recommended for workers ex- 
posed to the benzene and nitro- 
benzene compounds. As_ the 
authors note, further studies are 


289 (1948) ). In an effort to sarily the opinions or recommen- necessary, both in man and ani- 









NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL | 


(A Unit of the New York University-Bellevue 
Medical Center) 


Department of Industrial Medicine 


INDUSTRIAL MEDICINE 
Twelve Months—Full Time 


This course beginning September 25, 1950, in 
industrial medicine and industrial hygiene given 
in the Institute of Industrial Medicine and the 
College of Engineering. Under a cooperative agree- 
ment with the College of Engineering, this course 
is offered jointly to physicians and engineers. It 
comprises nine months of class and laboratory 
work and three months of in-plant work. 


oanase 


ABSENTEEISM 
due to ) 


DYSMENORRHEA 






Increased number of women in industry means 
the Industrial Physician is giving greater atten- 
tion to illnesses which cause absenteeism among 
female employees. Undoubtedly the most come 
mon cause is Dysmenorrhea. 


HILLMAN’S D COMPOUND has been used 
in industry for over 20 years with successful 
results. The ephedrine contained therein has been 
found to relax the uterine smooth muscle spasm, 
a frequent cause of the pain of Dysmenorrhea. 


Send for generous trial supply for your first The institute maintains three laboratories for 


aid room. research and teaching—industrial toxicology, in- 
-<—-<--— MAIL FOR FREE SAMPLES — — ~ — = dustrial physiology and industrial hygiene. Stu- 
HILLMAN PHARMACEUTICAL CO. dents participate in the work of these three 

laboratories. 


6300 N. WESTERN AVE. 

CHICAGO 45, ILL. 
Please send FREE semples D Compound 
for our trial 





For application and information about this course, 


address 
Office of the Dean 
POST-GRADUATE MEDICAL SCHOOL 
477 First Avenue, New York 16, N. Y. 
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mals, to clarify many of the 
points concerning the re- | 
lation of nutrition to indus- | 
trial poisons. Nevertheless, 
it is encouraging to find that 
on the basis of present evi- 
dence no marked alteration 
from a simple nutritious diet 
need be recommended. It 
should be emphasized, how- 
ever, that workers in indus- 
tries employing these poisons 
be given some information 
about the composition of a 
nutritious diet. The con- 
tinued need for nutrition 
education in industry is clear. 


—Nutrition Reviews, 8:4, 127, 
April, 1950. | 


Award for Research 
A PRIZE of $1000.00, do- | 
nated by the Kappa 
Delta Sorority, is awarded | 
annually by the American | 
Academy of Orthopedic Sur- | 
geons for the best research 
done in orthopedic surgery 
or a related scientific field 
by an individual in_ the 
United States. The second 
award, for the year 1950, 
will be presented at the 18th 


annual convention of the 
Academy in Chicago, Jan- 
uary 31, 1951. Researchers 


interested in competing for 
this prize are requested to 
secure further information 
from DR. R. BEVERLY RANEY, 
Duke Hospital, Durham, 
North Carolina, Chairman 
of the Award Committee for 
1950. 


Western Association 
T# WESTERN ASSOCIATION | 
OF INDUSTRIAL PHYSICIANS | 
AND SURGEONS invites all | 
American Medical Associa- 
tion members to attend its 
meeting on Sunday, June 25, | 
1950 (the day prior to the | 
opening of the A.M.A. con- | 
vention), from 9:00 A.M. to 
5:00 P.M., in the Curran Theater, 
455 Geary Street, San Francisco. 
The program includes: “Tetanus 
Prophylaxis in Previously Im- 
munized Persons,” RODNEY R. 
BEARD, M.D.; “Medical Adminis- 
trative Problems in Workmens 
Compensation Cases,” a panel; 
“A Rest Regime for Acute Back 
Sprain,” CHRISTOPHER LEGGO, M.D., 
and HARRY W. WALKER, M.D.; 
“Psychosis—A Side Door out of 
Industry,” FRANK TALLMAN, M.D.; 
and “Job Placement in the Re- 
habilitation of Alcoholics,” a 
panel. 


| proper ratio for maximum efficacy), zin 
| taleum, petrolatum, and lanolin. Mi 


| Send for SAMPLES and new clinica 














blend of crude cod liver oil (with 
rated fatty acids and vitamins Ac 


scarring; dressings easily app 
painlessly removed. Tubes 
2 oz., 4 0z., and 


1. Behrman, H. T., Combes, F. C., 
Leviticus, R.; Industriol Med. & Surg. 


Gallium 


LITTLE-KNOWN metal which 

will melt when held in the 
hand, and has other unusual pro- 
perties of so far undetermined 
utility, is posing a problem at the 
Eagle-Picher laboratories at Jop- 
lin, Missouri. It is produced at 
Joplin in considerable quantity, 
but as yet the scientists have 
found no major use for it. The 
metal is gallium, a by-product of 
the extraction of lead and zinc 
in the tri-state area of Missouri, 
Kansas and Oklahoma. At pres- 
ent a price of $1,300 a pound 






















































is quoted on it. Small quantities 
have been sent to laboratories 
over the country doing various 
types of research. So far the 
most important work on potential 
uses is being done by the Navy 


in experiments at Bethesda, 
Maryland. A radioactive isotopic 
form of one of the gallium salts 
has been injected into test ani- 
mals and autoradiographs made 
of the animal’s bones. These 
show that the material has the 
ability of going direct to the 
growth areas within the bones 
and concentrating there. Since 
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Powder and Ointment of 
ZINCUNDECATE 







For 








In the Treatment and Prophylaxis of 
Fungous Infections of the Skin, especially 


DERMATOMYCOSIS PEDIS (ATHLETE'S FOOT) 


Zine Undecylenate 20% 
Tubes of 1 oz., Jars of 1 Ib. 
POWDER — Undecylenic Acid 2% 
Zine Undecylenate 20% 


OINTMENT — Undecylenic Acid 


Sifter packages of 12 oz., Containers of 1 Ib. 








PD-19 


WALLACE & TIERNAN PRODUCTS, INCORPORATED, Belleville 9, New Jersey, U.S.A. 


gallium in this form has a rela- 
tively short radioactive life, there 
are indications that it may prove 
valuable in diagnosis and pos- 
sible treatment of cancer of the 
bone. Work done so far is still 
in the preliminary stages. Those 
who are producing metallic gal- 
lium believe that other uses will 
be discovered, and that the supply 
of metal that has been accumu- 
lated eventually will be in de- 
mand for some yet undiscovered 
purpose, Ordinarily one thinks of 
rare metals as being stored in 


vaults or similar storage. With 
gallium, however, stocks have to 
he kept in a refrigerator because 
of its extremely low melting 
point of 85°F. As prepared for 
sale to laboratories it is in the 
form of metallic crystals of a 
distinctive thickened leaf shape. 
At ordinary summer temperature 
these will melt into a _ silvery 
liquid if not refrigerated. As the 
temperature drops below 85° the 
metal again solidifies. Since in- 
terior body temperature is 98.6°, 
gallium is readily melted by body 





heat. When a piece of it is held 
in the clenched hand there is a 
distinctly cold sensation as the 
material is warmed and begins to 
liquefy. Soon one edge gives way, 
just as a silver coin would under 
more intense heat, and the metal 
flows out between the fingers. 
For a time it was thought that 
another property of gallium, its 
high boiling point of 3500°, might 
lead to its use as a heat transfer 
agent in atomic power piles. How- 
ever, this possibility later was 
discounted. 


Dependable Self-Retention with 
the Gilbert-Graves Vaginal Speculum 


Patent Pending 


This new design enlists the aid of the anatomical structures 
about the vagina to insure positive retention. Basica'ly similar 
in construction to the familiar Graves speculum, this modification 
differs sharply in actual use. When the structures are in moder- 
ate tone, the speculum cannot fall out of position during the 
course of examination. There is a channel on the proximal half 
of the upper blade, designed to receive and protect the urethra 
and at the same fime permit the upper flange to impinge against 
the symphysis pubis. The flange on the lower blade rests 
securely against the perineal structures within. Any increased 
tone or muscular contraction cannot tend to extrude the speculum; 
on the contrary, the speculum is held more firmly in position by 
constrictive force. The physician's hands are therefore com- 
pletely free; no assistant is needed. This size is particularly 


suitable for married and parous patients. 


jJD4842—Gilbert-Graves Vaginal Speculum, self-re- 


taining, medium size, stainless steel, each............ $9.75 


a. s. aloe company 
General Offices: 1831 Olive Street « St. Lovis 3 Mo. 
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Oral therapy for allergi 


Side effects 
“much fewer 
and 

much less 
severe’ 


*From “Diseases of the Skin,” by O. Ormsby 


TABLETS 
25 mg. Packet of 12, vial of 25, 
bottles of 100 and 1000. 
50 mg. Bottles of 100 and 1000 
100 mg. Bottles of 100 and 1000 


c rhinitis 


In a recent clinical study comparing antihista- 
minics at various dosage levels, Neohetramine 
proved to be highly effective therapeutically and 
exceptionally well-tolerated.! 


NEQHETRAMINE’ 


HYDROCHLORIDE 


is an effective antihistaminic for the relief of ca- 
tarrhal symptoms and dermatosis due to allergy. 
ISchwartz, E.: Ann. Allergy 7:770 (Nov.-Dec.) 1949, 





and H. Montgomery, courtesy of Lea & Febiger, Phila., Pa., 1945, 


SYRUP CREAM 
6.25 mg. per ce. Contains 2% 
Pints and gallons Neohetramine 

Tubes of 1 oz. 


Neohetramine is the registered trademark of the Nepera Chemical Co., Inc., for its brand 
of thonzylamine —N, N-dimethyl-N’ p-methoxybenzy!-N’ (2-pyrimidy!) ethylenediamine. 


SS 


Wigethe incorporated * Philadelphia 3, Pa. Wyeth 
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Gauztex 
Professional 
Package 
12” x 10 yd. 


Regular, 
Flesh-Tint or 
Oil-Resistant 





GAUZTEX 


THE SELF-ADHERING GAUZE 








You get 
true economy 
with.... 





You always save 
when you insist on 


Gauztex. 


First, self-adhering bandage itself is 
an economy compared with other 
materials. Takes less time to apply, 
employees lose less time from the job. 


Second, the Gauztex 12”x10 yd. 
Professional roll is cut to order, mak- 
ing possible a variety of widths in one 
package. Professional rolls may be 
ordered with cuts of 4%”, %”, 14%", 
2” or wider w'dths. .. not just 1” or 2” 
cuts alone. 


Economy is only one reason why 
doctors and nurses have for years in- 
sisted on Gauztex . . . the most efficient, 
highest quality cohesive bandage avail- 
able. 


Professional samples available on request. 





Of course you know Gauztex, the self-adhering 
bandage 
gauze, advertised nationally and to the profession. 


If you desire more detailed information please write. 


It is the outstanding name in cohesive 








e GENERAL BANDAGES, INC. 
531 Plymouth Court Chicago 5, Illinois 
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Descriptive literature on Birtcher 
Electro Medical and Surgical 
Equipment, and its uses, will be 
sent promptly upon request. 


The BIRTCHER CORPORATION 


5087 Huntington Drive, Los Angeles 32, Calif. 
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R —sdIn 


Every physician who has prescribed RIASOL in 
psoriasis, we believe, feels the same way about this 
highly effective therapy. Clinical results speak for 
themselves: 


Skin patches cleared or improved in 76% cases, 
in an average of 742 weeks. 


Complete disappearance of skin lesions in a few 
weeks in many cases. 


Freedom from ill effects or unfavorable reactions 
in all cases studied. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. RIASOL may be applied 
to any area including the face and scalp. After one 
week, adjust to patient's progress. 


RIASOL is ethically promoted. Supplied in 4 and 
8 fid. oz. bottles at pharmacies or direct. 


Mail coupon today for your free clinical package. 
Prove RIASOL in your own practice. 


MAIL THIS COUPON TODAY 
AND TRY RIASOL ON YOUR NEXT 
PSORIATIC CASE 


SHIELD LABORATORIES 
12850 Mansfield Avenue, Detroit 27, Michigan 






Please send me professional literature and generous clinical package of RIASOL. 
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Before Use of Riasol 













After Use of Riasol 
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RIASOL for PSORIASIS 





AND THE SPECTER OF WEIGHT GAIN 


The all too common practice of breakfast skipping 
to prevent weight gain has again been shown to 
be detrimental. 


In two studies recently concluded at the medical 
college of a prominent university, women subjects 
were placed on breakfasts supplying 300, 600, and 
1,000 calories, and men subjects on a breakfast pro- 
viding 750 calories; they were also observed during 
periods when breakfast was withheld entirely. Free 
choice was allowed in the selection of foods com- 
prising the other two meals. 


In all subjects—men and women alike—no signifi- 
cant weight changes were observed at any time, either 
during the “‘no breakfast” periods or when breakfast 

provided as much as 1,000 calories. Evidently, caloric 
intake during the other two meals was automatically 
adjusted to satisfy energy needs. In addition, omission of 
breakfast decreased mental acuity and maximum work 
output during the pre-noon hour, thus indicating a decid- 
edly undesirable physiologic insult to the organism. 


The 600 calorie breakfast used as one of the experimental 
morning meals was a widely accepted basic breakfast 
pattern consisting of fruit, cereal, milk, bread and butter. 
Containing virtually all essential nutrients in balanced 
proportion, this breakfast is satisfying and economical. It 
is particularly suited to supplying the amounts of nutrients 
and calories breakfast should provide, and is not neces- 
sarily conducive to weight gain. 


The presence of this seal indicates that all nutritional state- 
ments have been found acceptable by the Council on Foods 
and Nutrition of the American Medical Association. 


CEREAL INSTITUTE, INC. 


135 South La Salle Street + Chicago 3 


A RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED TO THE BETTERMENT OF NATIONAL NUTRITION 
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Convenient 


for you... 


for your patient 


the saline laxative — 


Whether your patient needs a laxative, or an aperient, or a cathar- 
tic you'll find it more convenient to write SAL HEPATICA on your 
prescription pad. No need to specify all the ingredients of three 
separate formulas, just prescribe Sa Hepatica and indicate the 
dosage. 

Your patients will find Sat Hepatica convenient, too. No 
cluttering of shelves with bottles of different laxatives when one 
will serve. They'll like its pleasant taste, its effervescence —and, 
of course, its prompt, gentle action. 


a product of BRISTOL-MYERS ° 19 West 50 Street, New York 20, N. Y. 





This convenient plastic Nebulizer distrib- 
utes a mist of minute droplets of PYRI- 
BENZAMINE hydrochloride Nasal Solution 
throughout the nasal passages. 


Relief usually is immediate—complete— 
prolonged. Side reactions rarely occur except 
for occasional transient stinging. It is con- 
venient to carry in purse or pocket and may 


be used at any time in any place. 


The Nebulizer provides several hundred 
applications of PYRIBENZAMINE hydrochlor- 
ide 0.5% in an isotonic, buffered solution. 
One application in each nostril usually is a 
therapeutic dose and may be repeated as 
required. 


Prribenzamine 
ebulizer 


| > 
Ciba 
PHARMACEUTICAL PRODUCTS, INC. 
; SUMMIT, NEW JERSEY 


PYRIBENZAMINE ® 
(brand of tripelennamine) 2/15s4m 














